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ABSTRACT 
Acceptance-Based Behavior Therapy for Social Anxiety Disorder Using Videoconferencing 
Erica K. Yuen, M.S. 
James D. Herbert, Ph.D. 
Evan M. Forman, Ph.D. 
 
 
Social anxiety disorder (SAD) is one of the most common psychiatric disorders in the 
United States (Grant et al., 2005; Kessler, Berglund, Demler, Jin, & Walters, 2005).  Without 
treatment, SAD follows a chronic, unremitting course (Grant, et al., 2005), and is associated with 
high personal costs including decreased quality of life, work productivity, and quality of social 
relationships (Lipsitz & Schneier, 2000).  However, more than 80% of people with SAD do not 
receive any type of treatment (Grant, et al., 2005), despite the existence of empirically supported 
cognitive behavioral treatments.  Some individuals with SAD are unwilling to seek treatment in 
person due to their fears of social interaction, but may be willing to engage in remote treatment.  
Also, because CBT therapists are clustered around metropolitan areas, individuals living in non-
metropolitan areas of the country have limited or no access to CBT therapists competent in the 
treatment of SAD.  Interventions conducted through electronic communication media, such as the 
internet, have the potential to reach individuals who otherwise would not receive CBT.  
Videoconferencing technology potentially holds great promise in the widespread delivery of CBT.  
This uncontrolled pilot study assessed the feasibility, acceptability, and initial efficacy of an 
acceptance-based CBT intervention using Skype videoconferencing to treat adults with 
generalized SAD.  Participants received 12 sessions of weekly therapy and were assessed at pre-
treatment, mid-treatment, and post-treatment.  Participants and therapists rated this treatment using 
Skype as acceptable and feasible.  Most technical difficulties did not significantly impact the 
quality of the sessions.  Analyses showed significant pre- to post-treatment improvements in social 
anxiety symptoms, depression, disability, and quality of life, with effect sizes comparable to or 
larger than previously published results of studies delivering in-person CBT for SAD.  
Implications and future directions are discussed.
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INTRODUCTION 
Characteristics of SAD 
Individuals with social anxiety disorder (SAD) have excessive fears of being embarrassed and 
negatively evaluated by other people in social situations.  They are a heterogeneous group with varied 
levels of fear and avoidance behaviors.  The most commonly feared social scenarios involve performance 
situations, social events, conversations with strangers or acquaintances, interviews, and conversations with 
authority figures (Grant, et al., 2005).  Physiological symptoms may include sweating, blushing, trembling, 
racing heart, and dry throat and mouth (Klinger et al., 2005).  Oftentimes, persons with SAD fear that their 
anxiety is noticed by other people. 
The Diagnostic and Statistical Manual of Mental Disorders – Fourth Edition – Text Revision 
(DSM-IV-TR; American Psychiatric Association, 2000) specifies several criteria to be met for an 
individual to be diagnosed with SAD.  The individual must have a persistent fear of being humiliated or 
embarrassed in one or more social or performance situations.  Furthermore, the individual almost always 
experiences anxiety symptoms in the feared situations, and acknowledges that his or her fear is excessive or 
unreasonable.  Additional criteria are that the individual either avoids the feared situations or endures them 
with extreme distress, resulting in marked distress or significant interference in daily routine, occupational 
functioning, interpersonal relationships, and other activities.  Substance abuse, general medical conditions, 
and other mental disorders should be ruled out as better explanations for the individual’s fear or avoidance 
behavior. 
The DSM-IV-TR recognizes two subtypes of SAD: a specific (sometimes termed “discrete”) 
subtype and a generalized subtype.  Specific social anxiety usually involves a social performance situation, 
the most common being public speaking.  Generalized social anxiety is more common and is reported by 
82% of people with SAD (Grant, et al., 2005).  The DSM-IV-TR describes the generalized subtype as 
occurring when individuals fear “most social situations” including both social interactions and performance 
situations.  Generalized SAD is associated with greater impairment and a higher rate of comorbidity than 
the specific subtype (Kessler, Stein, & Berglund, 1998). 
SAD is one of the most common psychiatric disorders in the United States, superseded only by 
major depressive disorder, alcohol abuse, and specific phobia (Kessler, Berglund, et al., 2005).  The 
 2 
economic and personal costs of SAD are especially high, given its early age of onset, unremitting course 
and debilitating symptoms (Grant, et al., 2005).  These costs include decreased quality of life, work 
productivity, quality of social relationships, and financial independence (Lipsitz & Schneier, 2000).  
According to the 2001-2002 National Epidemiologic Survey on Alcohol and Related Conditions, 93% of 
persons with SAD report significant distress, 62.4% report interpersonal or occupation dysfunction, and 
59% report disruptions in their activities and plans (Grant, et al., 2005).  Individuals with SAD report lower 
amounts of life satisfaction, especially in the domains of achievement and social functioning (Eng, Coles, 
Heimberg, & Safren, 2005).  Functional impairment, social isolation, and suicidal ideation are strongly 
correlated with SAD (Olfson et al., 2000).  Individuals with SAD are less likely to marry than those without 
the disorder (Katzelnick et al., 2001).   
The 2001-2003 National Comorbidity Survey Replication (NCS-R) reported a 12-month 
prevalence rate of 6.8% (Kessler, Chiu, Demler, & Walters, 2005) and a lifetime prevalence rate of 12.1% 
(Kessler, Berglund, et al., 2005) for SAD based on DSM-IV criteria.  The 2001-2002 National 
Epidemiologic Survey on Alcohol and Related Conditions reported a somewhat more modest 12-month 
prevalence rate of 2.8% and lifetime prevalence rate of 5.0% for SAD (Grant, et al., 2005) based on DSM-
IV-TR criteria.  The lower rates in the latter study may be the result of methodological differences, such as 
using a higher threshold than what is required for DSM-IV-TR diagnosis (Stein & Stein, 2008).   Rates of 
SAD are higher for individuals who are female, have lower income, or live in rural areas (Grant, et al., 
2005).  Many persons with SAD also suffer from comorbid mental disorders, most commonly generalized 
anxiety disorder (GAD), depressive disorders, alcohol and drug disorders, avoidant personality disorder, 
and dependent personality disorder (Grant, et al., 2005). 
SAD is associated with early age of onset and an unremitting course.  The 2001-2002 National 
Epidemiologic Survey on Alcohol and Related Conditions reports a bimodal pattern of onset, with the risk 
for onset particularly high among children 5 years old or younger, and for adolescents 13 to 15 years old 
(Grant, et al., 2005). The onset of SAD occurs at a mean age of 15.1 years; however, the mean age for first 
receiving treatment is 27.2 years (Grant, et al., 2005).  The discrepancy between age of onset and age of 
initial treatment suggests that individuals with SAD may go untreated for many years, with unremitting or 
deteriorating symptoms.  SAD does not improve when left untreated.  A large literature documents little-to-
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no improvement for individuals in wait-list control conditions who have not received treatment (Fedoroff & 
Taylor, 2001).   
Treatment of SAD 
Cognitive behavioral therapy (CBT) is a general treatment category that targets changes in both 
the content and context of behaviors, thoughts, and feelings.  Widely used models of CBT include behavior 
therapies, cognitive therapies, and acceptance-based therapies.  Various CBT protocols that utilize exposure 
as a primary intervention component have been shown to be effective for SAD in controlled outcome 
studies. 
Accumulating evidence points to exposure as the most potent treatment component for SAD 
(Rodebaugh, Holaway, & Heimberg, 2004).  This behavioral component typically involves client and 
therapist working together to create a fear hierarchy, which is a list of feared social situations that is rank-
ordered based on the intensity of anxiety produced.  The client is exposed to the social scenarios listed on 
his or her fear hierarchy, beginning at the bottom or middle of the hierarchy and gradually working toward 
the most feared item.  Through this process, anxiety levels begin to decrease in the feared situations 
(Heimberg & Becker, 2002). The client also learns that it is possible to function and engage successfully in 
anxiety-provoking situations.  Exposure via in-session role-play exercises with confederates (e.g., initiating 
and maintaining conversations, delivering speeches, acting assertively) is often used in treatment programs 
for SAD.  Clients also complete in vivo exposure exercises for homework, which links the in-session 
exposure exercises to behaviors in real life.   
Some CBT protocols for SAD, such as cognitive behavioral group therapy (CBGT; Heimberg & 
Becker, 2002) and cognitive therapy for social phobia (Clark & Wells, 1995) employ cognitive change 
strategies in conjunction with exposure exercises.  In these programs, clients with SAD are taught to 
identify the thoughts and underlying beliefs that trigger strong emotional reactions, and then replace these 
with more accurate, functional cognitions.  The efficacy of CBGT has been empirically supported by a 
number of randomized controlled trials (Heimberg et al., 1998; Heimberg, Salzman, Holt, & Blendell, 
1993; Herbert et al., 2008; Herbert et al., 2005; Liebowitz et al., 1999).  In a large multi-site randomized 
clinical trial, 75% of CBGT completers (or 58% of initially enrolled CBGT participants) were classified as 
responders (Heimberg, et al., 1998). 
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Other protocols emphasize an acceptance-based approach toward symptoms, such as acceptance-
based behavior therapy (ABBT for SAD; Herbert, Forman, & Dalrymple, 2009).  ABBT integrates 
elements from acceptance and commitment therapy (ACT; S. C. Hayes, Strosahl, & Wilson, 1999) with 
exposure exercises.  Acceptance-based approaches do not attempt to modify cognitions directly, but rather 
seek to foster a mindful acceptance of whatever thoughts or feelings arise, while still pursuing specific 
behavioral goals.  Research indicates that acceptance-based CBT is at least as effective as other CBT 
programs for  anxiety and depression (Forman, Herbert, Moitra, Yeomans, & Geller, 2007), and in some 
cases, may even be more effective (Forman et al., 2007; S. C. Hayes, 2008; S. C. Hayes et al., 1999; 
Herbert & Forman, in press), including a study on fear of public speaking (Block, 2002).  Dismantling 
studies have not yet been conducted to determine whether the distinctive components of ACT increase 
efficacy to exposure-based treatments.   
A study from our group found that ABBT for SAD led to significant improvements from pre- to 
post-treatment (Dalrymple & Herbert, 2007).  This study produced an average pre- to post-treatment effect 
size of d = 1.00, and an average pre-treatment to follow-up effect size of d = 1.20 for outcome self-report 
measures.  These results are comparable to effect sizes reported by other CBT programs for SAD. Similar 
to other CBT protocols for SAD, ABBT for SAD focuses on exposure exercises that are practiced during 
in-session role play exercises as well as completed for homework.  Mindfulness and defusion exercises 
supplement the exposure exercises to help the client view anxiety as less threatening, engage in behaviors 
consistent with personally derived values, and weaken the influence of thoughts on behavior. 
 Although there is broad consensus that exposure is a necessary component of CBT for SAD, it is 
not clear what other CBT components, if any, yield incremental effects over exposure.  Meta-analyses have 
found that exposure without cognitive restructuring was equally effective as exposure with cognitive 
restructuring (Fedoroff & Taylor, 2001; Feske & Chambless, 1995; Gould, Buckminster, Pollack, Otto, & 
Yap, 1997).  A meta-analysis by Fedoroff and Taylor (2001) found an average effect size of d = 1.079 for 
self-report measures from pre- to post-treatment for exposure-only interventions, and an average effect size 
of d = 0.837 for exposure plus CT interventions.  These results underscore the importance of exposure in 
the treatment of individuals with SAD, and call into question the importance of the cognitive restructuring 
component for SAD. 
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Recent research suggests that acceptance-based interventions may be more effective for 
individuals with higher levels of baseline acceptance, and that control-based interventions may be more 
effective for individuals with lower levels of baseline acceptance (Blacker, Herbert, Kounios, & Forman, 
2009; Yuen, Goetter, Moitra, Forman, & Herbert, 2008).  Therefore, higher pre-treatment levels of 
acceptance-related variables (e.g. mindfulness, defusion, psychological flexibility) may be associated with 
better treatment outcome in acceptance-based interventions. 
Social skills training is one of the oldest empirically-supported interventions for SAD.  Social 
skills training utilizes the techniques of therapist modeling, rehearsal, feedback, role-play, and homework 
assignments to improve the quality of clients’ social interactions no matter what their starting level of 
social skills (Heimberg & Becker, 2002).  Several studies have shown social skills training in combination 
with exposure to be effective in the treatment of SAD (S. M. Turner, Beidel, & Cooley-Quille, 1995; S. M. 
Turner, Beidel, Cooley, Woody, & Messer, 1994; van Dam-Baggen & Kraaimaat, 2000).  Herbert and 
colleagues (2005) found that including social skills training in the CBT for SAD protocol results in 
significantly better outcomes than CBT without social skills training.  
 Although the advantages and disadvantages of group versus individual therapy have been widely 
discussed in the literature, research shows that group and individual therapy for SAD produce equivalent 
results (Rodebaugh, et al., 2004).  Individual delivery of Heimberg’s CBGT is as effective as group 
delivery of this protocol (Herbert, et al., 2008).  As Stangier and colleagues (2003) point out, an advantage 
of group therapy includes the natural exposure that occurs from participation in a group.  Some 
disadvantages of group therapy are the extended waiting period that often occurs while the group is 
assembled and incomplete attendance due to lack of flexibility in scheduling sessions (Stangier, et al., 
2003). Furthermore, some individuals suffering from severe SAD may be unwilling to attend a group 
treatment because they are too fearful (Chambless, Tran, & Glass, 1997).  The referring psychotherapists 
for their study reported that a tremendous amount of persuasion had been necessary to convince clients to 
contact the researchers.  Many researchers have chosen to implement individual therapy for logistical 
reasons (Dalrymple & Herbert, 2007; S. A. Hayes, Miller, Hope, Heimberg, & Justerd, 2008).   
Pharmacological treatments, including selective serotonin reuptake inhibitors (SSRIs),  
monoamine oxidase inhibitors (MAOIs), and benzodiazepines, have also been shown to significantly 
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reduce symptoms of social anxiety (for a review, see Blanco, Antia, & Liebowitz, 2002).  A large, multi-
site study found no differences in results among clients with SAD receiving comprehensive cognitive 
behavioral group therapy (CCBT; consisting of exposure, CT, and SST), fluoxetine (an SSRI), and 
combined CCBT and fluoxetine (Davidson et al., 2004).  Another study found no differences in results 
among clients with SAD receiving CBGT and with clients receiving the benzodiazepine clonazepam (Otto 
et al., 2000). 
 A major disadvantage of pharmacology is the higher rate of relapse following treatment 
discontinuation compared to psychotherapy.  A long-term multi-site study found that CBT responders 
maintained their gains relative to phenelzine responders after treatment was terminated (Liebowitz, et al., 
1999).  After treatment, responders went through a 6-month maintenance phase and then a 6-month 
treatment free phase.  Phenelzine responders showed a trend toward higher rate of relapse during the 
treatment-free phase than CBT responders. In the long term, CBT, compared to pharmacological 
treatments, may be associated with a lower rate of relapse, due presumably to beneficial coping skills that 
clients learn during therapy (Liebowitz, et al., 1999). 
Additional SAD studies have found high rates of relapse among medication responders once 
medication is discontinued.  In a study where phenelzine responders were switched to placebo after 16 
weeks, half of treatment gains were lost after 2 months of medication discontinuation (Versiani, Nardi, 
Mundim, Alves, & et al., 1992).  Responders who continued with phenelzine during the 2 months 
maintained more of their gains.  In another SAD study, paroxetine responders after 11 weeks were either 
switched to placebo or continued on medication for an additional 12 weeks (Stein, Chartier, Hazen, Kroft, 
& et al., 1996).  Relapse rates were 63% for those on placebo compared to 13% for participants who 
continued with paraoxetine.  In another SAD study, sertraline responders after 20 weeks were either 
switched to placebo or continued on sertraline (Walker et al., 2000).  After an additional 24 weeks, relapse 
rates were 36% for those on placebo and 4% for those who continued on sertraline. 
Common side effects of SSRIs include sexual dysfunction, gastrointestinal disturbance, weight 
gain, sleep disturbances, dizziness, nausea, lethargy, headache, and agitation (Ferguson, 2001).  For clients 
receiving medication treatment, close supervision is needed to monitor for adverse side effects.  Not all 
clients are able or willing to tolerate the adverse effects.  In the study by Davidson and colleagues (2004), 
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the dropout rate was 25% for the fluoxetine group compared to 16% for the CCBT group.  Furthermore, 25 
to 42% of pill-taking clients (both medication and placebo) reported headaches and insomnia, suggesting 
these clients may be distracted by somatic concerns (Davidson, et al., 2004).   
Recent evidence suggests that most adults with SAD prefer psychotherapy over pharmacological 
treatment.  Huppert and colleagues reported that out of 255 callers who were not interested in participating 
in a randomized trial comparing comprehensive CBT to fluoxetine treatment, 35% of the callers stated that 
their reason was because they did not want to take medications (Huppert, Franklin, Foa, & Davidson, 
2003).  Few callers voiced an objection to receiving CBT, and only 1% wanted medication treatment only.   
Barriers to Receiving CBT for SAD 
 Despite the existence of empirically supported treatments for SAD, more than 80% of people with 
SAD do not receive any type of treatment (Grant, et al., 2005).  In comparison, 50% of individuals with 
generalized anxiety disorder and 40% of individuals with major depressive disorder do not receive 
treatment (Grant, et al., 2005).  The most commonly reported reasons offered by adults with SAD for not 
seeking treatment are: financial barriers, uncertainty about where to seek help, and fear of negative 
evaluation (Olfson, et al., 2000).  Many individuals with SAD avoid discussing their social fears and 
difficulties with friends or health care workers due to embarrassment (Olfson, et al., 2000).  The act of 
seeking mental health services requires social interaction, which is the very thing that individuals with SAD 
fear.  Thus, due to the nature of social anxiety, a significant number of adults with SAD are unwilling or 
reluctant to seek psychological treatment (Grant, et al., 2005). 
 Even those individuals with SAD who are able to make an initial inquiry about treatment may 
never actually receive it.  The Adult Anxiety Clinic of Temple University (AACT) reported that only 15% 
of inquirers received treatment at their clinic (Coles, Turk, Jindra, & Heimberg, 2004).  High pre-treatment 
attrition occurred at the following “critical points”: scheduling an initial in-person interview, attending the 
interview, and starting a therapy program after completion of the interview.  Client-reported reasons for 
attrition were not specified and it is unknown if they went on to receive treatment elsewhere or not at all.   
 Erwin and colleagues (2004) compared the survey results of clients with SAD who presented for 
treatment at the AACT with the survey results from online visitors to the clinic’s website (but whom did 
not obtain treatment from the clinic) and the Anxiety Disorders Association of America website 
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(www.adaa.org).  Although the internet responders (n = 354) strongly agreed that the internet helped them 
learn new information about the nature and treatment of SAD, they only slightly agreed that the new 
information resulted in them seeking psychotherapy or medication.  Thus, a substantial number of 
individuals with SAD utilize the internet to obtain information about SAD, but only a tiny fraction 
subsequently receive treatment for the disorder.  Moreover, the study found that those who viewed the 
websites had higher levels of severity, impairment, and social isolation, and were more likely to have the 
generalized subtype of SAD, compared to those who presented for treatment at the AACT clinic. 
For individuals with SAD who do seek treatment, barriers exist to receiving state-of-the-art, 
empirically supported CBT interventions.  Many mental health providers do not offer CBT despite the 
wealth of scientific evidence supporting its effectiveness, and no data exist to support the effectiveness of 
non-CBT psychotherapies for SAD such as psychoanalytic, psychodynamic or supportive psychotherapy.  
This underscores the importance of increasing the widespread availability of CBT for SAD.  A nationally 
representative survey found that although 53% of respondents with a mental illness received treatment 
within the previous year, only 14% of total respondents received an empirically-supported treatment 
(Wang, Berglund, & Kessler, 2000).  Data from the Harvard/Brown Anxiety Disorders Research Program 
showed that CBT is underutilized, with only 34% of treated respondents ever receiving a form of CBT 
(Goisman, Warshaw, & Keller, 1999).  No data could be found regarding the percentage of individuals 
specifically with SAD in the population who have received a form of CBT. 
Furthermore, because CBT is a broad treatment category, a client may be receiving CBT in a 
general sense, but not a specialized, state-of-the-art SAD-specific protocol.  Although numerous therapists 
claim to deliver CBT for SAD, many of them have minimal training in the specific techniques (e.g., 
exposure through in vivo role-plays) necessary for effective treatment of SAD. 
 The ABCT (Association for Behavioral and Cognitive Therapies, i.e., the premier and largest 
organization of professionals who practice and/or conduct research in CBT) website demonstrates the 
paucity and uneven geographical distribution of CBT therapists for SAD across the United States.  A 
comprehensive survey of the website’s practice directory (Association for Behavioral and Cognitive 
Therapies, 2008) of over 2000 CBT therapists reveals that only 167 of those therapists (8%) reported that 
they specialize in CBT for SAD.  Moreover, as seen in Table 1, the distribution of SAD specialists is highly 
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skewed toward metropolitan areas.  A separate survey of the Academy of Cognitive Therapy referral 
directory of certified cognitive therapists (Academy of Cognitive Therapy, 2009) also demonstrates the 
uneven geographic distribution of CBT therapists, as seen in Table 1.  Yet, over 50 million people live in 
non-metropolitan areas of the United States (U.S. Census Bureau, 2000), and 6.8% of the U. S. population 
will have SAD in a 12-month period (Kessler, et al., 2005).  Thus, approximately 3.4 million adults living 
in a non-metropolitan area will have SAD in a given year, but will not have reasonable access to a 
competent CBT therapist.  
Effective methods of bringing untreated adults with SAD into therapy are greatly needed.  A major 
issue in mental health care is how to increase the utilization and dissemination of empirically supported 
CBT interventions for anxiety disorders (Otto, Smits, & Reese, 2004).  Interventions conducted through 
electronic communication media, such as the internet, have the potential to reach individuals who otherwise 
would not have access to CBT. 
Even when high quality care is geographically available, individuals may have difficulty accessing 
it because of logistical barriers such as limited transportation and busy schedules.  Regardless of 
geographic location, remote home-based treatment can provide convenient access to psychological services, 
as well as access to a specific therapist who specializes in the services sought.  Remote treatments have the 
potential to increase the quality of service available to individuals who would willingly choose to receive 
treatment through the internet, regardless of their location.   
Internet-Based Self-Help Therapy 
Nearly three-quarters of Americans now have internet access in their homes (Horrigan, 2008).  
Moreover, an increasing number are adopting broadband (i.e., high speed) internet.  According to a survey 
conducted by Pew Internet & American Life Project (Horrigan, 2008), broadband internet connection in the 
home (including DSL, cable, and wireless) is rapidly growing (from 47% of households in March 2007 to 
55% of households in April 2008).  One advantage of broadband internet is that it enables high-quality 
web-based graphical interfaces and audio and videoconferencing.  
The internet has become an increasingly viable mechanism of communication in the United States, 
especially given the large number of households with internet access. Internet-based therapy may be a 
particularly useful approach to reach individuals with SAD who are unwilling or unable to seek treatment 
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in person.  As discussed above, CBT is primarily accessible to individuals living in metropolitan areas.  
Given that over 50 million Americans live in non-metropolitan areas, many individuals have limited access 
to therapists skilled in providing CBT for SAD.  Internet-based therapy can be an appealing option to 
individuals who do not have access to in-person CBT therapists and who do not wish to take medication.   
The research on self-help internet-based therapy is in its preliminary stages, but the initial results 
are promising.  Although the design is different for each self-help internet-based program, a typical design 
consists of self-help manuals that are divided into modules to represent therapy sessions.  Clients obtain 
these modules through a website or from an email attachment sent by a therapist.  Typically, therapists and 
clients will have varying levels of communication through email and/or telephone.  The term 
“bibliotherapy” refers to the use of reading materials to help people solve problems and cope with 
emotional difficulties or mental illness.  Newman and colleagues (2003) conducted a review of the 
bibliotherapy literature for anxiety disorders and concluded that bibliotherapy with greater therapist 
involvement is more effective than bibliotherapy with lesser therapist involvement. 
Several research studies have found that internet-based self-help CBT for SAD is more effective 
than being in a wait list control group, with pre- to post-treatment effect sizes comparable to in-person 
treatment programs (Berger, Hohl, & Caspar, 2009; Carlbring, Furmark, Steczko, Ekselius, & Andersson, 
2006; Carlbring et al., 2007; Titov, Andrews, & Schwencke, 2008; Titov, Andrews, Schwencke, Drobny, & 
Einstein, 2008), with significant improvements maintained at follow-up (Carlbring, Nordgren, Furmark, & 
Andersson, 2009; Titov, Andrews, Johnston, Schwencke, & Choi, 2009).  In the study by Carlbring and 
colleagues (2007), participants with SAD accessed a total of 9 self-help text modules that contained 
psychoeducation and exercises.  After reading each module, participants were required to email their 
therapist answers to several essay questions summarizing lessons learned and their experience with the 
exposure exercises.  Participants also posted a message in a forum and completed a multiple-choice quiz.  
Therapists provided feedback to participants through emails and weekly 10-minute telephone calls.  After 
each successful completion of a homework assignment, participants were then emailed the password to the 
next module.  Interestingly, Tillfors and colleagues (2008) found that internet-based self-help therapy 
supplemented by a limited number of in-person group exposure sessions was not more effective than 
internet-based self-help therapy alone. 
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Other studies have supported the use of internet-based self-help treatments for a variety of 
disorders.  Internet-based self-help therapy was found to be equally effective as in-person CBT for panic 
disorder with and without agoraphobia (Bergstrom et al., 2010; Carlbring et al., 2005; Kiropoulos et al., 
2008), and was shown to be more effective than a wait list control for panic disorder with agoraphobia 
(Carlbring et al., 2006; Carlbring, Westling, Ljungstrand, Ekselius, & Andersson, 2001), and also to reduce 
panic in a country other than where the website was created (Nordgreen et al., 2010).  A study examining a 
freely available self-help website for panic disorder also found significant reductions in panic for the self-
selected group who stayed with the program (Farvolden, Denisoff, Selby, Bagby, & Rudy, 2005).  Research 
has also suggested that internet-based self-help therapies can help reduce symptoms of depression (G. 
Andersson et al., 2005; Christensen, Griffiths, Korten, Brittliffe, & Groves, 2004; Clarke et al., 2005; 
Perini, Titov, & Andrews, 2009) and PTSD (Klein et al., 2009; Litz, Engel, Bryant, & Papa, 2007), as well 
as anxiety in children(March, Hons, Spence, & Donovan, 2009). 
 There are limitations to internet-based self-help therapy as it is typically delivered, i.e., in a 
manualized self-help format.  Reading self-help modules with limited therapist interaction may not be 
enough to motivate clients to engage in difficult, anxiety-provoking social situations, especially for adults 
with SAD who fall on the higher end of the severity and impairment scales.  Carlbring and colleagues 
(2007) found that adding short weekly telephone calls to an internet-based self-help treatment for SAD 
resulted in a respectable 93% adherence rate, compared to a 62% adherence rate for a similar treatment 
with only email contact (no telephone calls) with the therapist (Andersson et al., 2006).  Incorporating 
direct conversations with therapists into an internet-based treatment may result in greater motivation and 
accountability to complete in vivo homework exposure exercises. 
Telephone Therapy 
Telephone therapy can be a useful way to provide CBT to clients with limited access to mental 
health services.  Telephone counseling and support has commonly been used to treat tobacco dependence 
(Swartz, Cowan, Klayman, Welton, & Leonard, 2005) and smoking cessation (Zhu et al., 1996).  Research 
has shown telephone therapy to significantly reduce symptoms for individuals with obsessive compulsive 
disorder (Lovell et al., 2006; Taylor et al., 2003; C. Turner, Heyman, Futh, & Lovell, 2009), depression 
(Lynch, Tamburrino, & Nagel, 1997; D. C. Mohr et al., 2005; David C. Mohr, Hart, & Marmar, 2006; 
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Ransom et al., 2008), and disability (activity level and bodily functions) for individuals with multiple 
sclerosis and depression (David C. Mohr, Hart, & Vella, 2007).  Telephone CBT for insomnia is as 
effective as in-person CBT (Bastien, Morin, Ouellet, Blais, & Bouchard, 2004). 
 Telephone coaching in between in-person therapy sessions has been shown to be effective for 
individuals with schizophrenia (Beebe, 2001; Meyersberg, 1985), alcohol dependence (Meyersberg, 1985), 
and depression (Lynch, et al., 1997).  Telephone coaching in between sessions is also commonly used in 
Dialectical Behavior Therapy (DBT; Linehan, Armstrong, Suarez, Allmon, & et al., 1991; Linehan, Heard, 
& Armstrong, 1993) with clients diagnosed with borderline personality disorder.  Telephone coaching 
allows therapists to provide assistance to clients in using new skills, particularly during crisis situations. 
Telephone therapy allows for a dynamic exchange of spoken dialogue between therapist and client 
over the phone.  The therapist can help tailor the therapy to the clients’ individual needs and unique 
circumstances.  Clients also have the opportunity to immediately receive responses to any questions they 
may have.  Internet-based self-help therapy, in contrast, typically affords minimal therapist contact, and is 
oftentimes limited to email exchange. 
Increased therapist contact may provide greater structure, accountability, and motivation to 
complete in vivo exposure assignments.  Research shows that greater therapist contact may improve 
adherence rates compared to minimal or no therapist contact.  As discussed earlier, adherence to an 
internet-based self-help therapy for SAD with weekly therapist phone calls and emails was 93% (Carlbring, 
et al., 2007), but adherence was only 62% for a similar internet-based self-help therapy for SAD with 
weekly emails but no telephone support (Gerhard Andersson et al., 2006).  In another study, telephone CBT 
for OCD had a 21% dropout rate (Taylor, et al., 2003), which was considerably better than the dropout rate 
of 58% for an intervention offered by the same research group via an automated self-help program for OCD 
accessible through telephone and with no therapist contact (Baer & Greist, 1997; Greist et al., 1998).  
A disadvantage of telephone therapy is the lack of visual feedback.  Therapists cannot read clients’ 
body language to evaluate anxiety, mood, and social skills. Furthermore, therapists may not know whether 
a client’s attention is focused fully on the therapy, or if he or she is simultaneously engaged in another task.  
From the perspective of the client, it is possible that the lack of visual feedback may result in feelings of 
disconnection from the treatment or therapist, thereby harming the therapeutic rapport.  In-session exposure 
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exercises through the telephone are also limited in that the client is not exposed to visual stimuli that 
provoke anxiety.  For example, the client cannot practice coping with anxious thoughts that result from 
interpretation of others’ facial expressions.  The client is also unable to practice certain nonverbal social 
skills, such as making eye contact, during in-session exposures over the telephone. 
Second Life Therapy 
Second Life is a free online virtual environment created by the company Linden Research, Inc. 
and released to the public in 2003.  During the second quarter of 2010, Second Life averaged 805,000 
monthly repeat logins (Linden, 2010).  Users create avatars (a virtual graphical representation of a user), 
and maneuver them around the online virtual environment to participate in activities and interact with other 
avatars.  Users can make their avatars walk or fly to various locations where they encounter other avatars 
controlled by actual people.  Conversations occur through typed messages or through vocal conversations 
among users wearing voice-over-IP (VoIP) headsets.  Within the Second Life environment, users can make 
friends, join organizations, engage in conversations, attend mental health support groups, create virtual 
objects and buildings, and participate in an economy that involves buying and selling merchandise or 
services.  A number of universities, corporations, government agencies, and non-profit organizations utilize 
Second Life to distribute information, advertise services, hold educational or fundraising events, and to 
serve as an easily accessible online meeting place. 
 Online virtual environments such as Second Life may be conducive to conducting therapy for 
clients who are unwilling or unable to attend therapy in person.  The Social Anxiety Treatment Program 
(SATP) at Drexel University is currently conducting an uncontrolled pilot study to examine the feasibility 
and efficacy of ABBT for SAD through Second Life.  The treatment protocol consists of exposure as the 
primary component, supplemented by social skills training, defusion exercises, and acceptance and 
mindfulness-enhancing exercises.  Therapists and clients, each wearing a VoIP headset, meet in a private 
secure online room, communicating vocally and with avatars.  In-session exposure exercises are conducted 
within the virtual world, with confederate role-players controlling avatars and enacting social situations 
with the client.  For example, the client may have to initiate conversation with a stranger while at a virtual 
bar, or give a work presentation while seated inside a virtual conference room.  Exposure exercises are also 
assigned for homework.  Results show significant pre- to post-treatment improvement in social anxiety, 
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depression, quality of life, and disability (Yuen et al., 2009). 
 Therapy conducted in Second Life provides additional benefits compared to therapy conducted 
over the telephone.  The virtual environment in Second Life provides anxiety-provoking visual stimuli for 
in-session exposure exercises, which telephone therapy lacks.  Compared to telephone therapy, the virtual 
environment in Second Life (including the therapy room and avatars for the client, therapist, and 
confederate role-players) may also encourage clients to feel more present and engaged during the therapy.   
The literature to date on virtual reality therapy (VRT) has demonstrated that exposure conducted in virtual 
environments with virtual people can be effective in the treatment of anxiety disorders, including SAD 
(Anderson, Zimand, Hodges, & Rothbaurn, 2005; Harris, Kemmerling, & North, 2002; Klinger, et al., 
2005).  Clients reluctant to undergo in vivo exposure may be more willing to participate in exposure 
exercises in the virtual world as an intermediate step before engaging in these social interactions in real life.   
Anecdotally, a number of participants in the study have reported that the in-session exposure exercises in 
Second Life are a helpful precursor to engaging in out-of-session exposure exercises in their real life. 
Given that the availability of CBT therapists for SAD is extremely limited, the most important 
benefit of therapy in Second Life is its accessibility to a wide range of people.  Therapy in Second Life may 
also be very appealing to individuals who prefer online interaction compared to in-person interactions, due 
to the severity of their SAD and their high levels of avoidance.  The Second Life modality affords socially 
anxious users a sense of anonymity and privacy, as well as the convenience of being physically located 
anywhere they choose, as long as computer and internet access are available.  
A major disadvantage to treatment delivery through Second Life is that therapists and clients 
cannot actually see each other, similar to telephone therapy.  Both therapists and clients in the Second Life 
study have reported difficulties in communication and comfort level due to the lack of reciprocal visual 
feedback.  Several clients have reported feeling uncomfortable with revealing personal details to a therapist 
whose face they cannot see.  Therapists have reported that conducting therapy is difficult without being 
able to view and interpret the clients’ body language and facial expressions.  For example, when there are 
moments of silence in the conversation, the therapists cannot view the clients’ facial expression to interpret 
whether they are confused, thinking, crying, etc., or whether a technical problem is the cause of the silence.  
Furthermore, the therapists cannot assess the clients’ social skills with regard to body language, such as eye 
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contact, posture, and facial expressions. 
Videoconferencing Therapy 
 Treatment given through videoconferencing may also be a viable option for clients who are 
unwilling or unable to attend therapy in person.  Videoconferencing involves real-time video and audio 
transmission over the internet between 2 or more individuals located in different physical locations.  Users 
can have conversations with others while viewing them on their computer screen.  Clients with SAD would 
have the convenience of being physically located anywhere they choose.  The required equipment typically 
includes a computer, web camera, microphone, and broadband internet connection.  Quality of 
communication is increased when users speak through voice-over-IP (VoIP) headsets (i.e., headphones 
with attached microphones). 
The use of videoconferencing through mobile phones has also rapidly increased over the past few 
years.  For example, in the first two weeks that Skype videconferencing was available on the Apple iPhone, 
10 million users downloaded the free videoconferencing application (O'Brien, 2011).  Videoconferencing 
services through Internet-enabled television with wired or wireless connection are also expanding 
(Whitney, 2010).  For example, Skype videoconferencing calls can currently be made through Panasonic 
and Samsung televisions (Skype, 2011), and other technology companies, such as Cisco, have begun 
offering videoconferencing systems through high-speed Internet connection and high-definition television 
(Vance, 2010).  A user connecting through one modality (e.g., cell phone) may videoconference with a user 
connecting through a different modality (e.g., computer).  In addition, non-Internet-based 
videoconferencing can occur through secure Local Area Network (LAN) connections.  For example, 
several Veteran Affairs Medical Centers provide long-distance treatments by having patients travel to 
community-based outpatient clinics that are close to the patients’ homes to receive videoconferencing 
treatment using a system of monitors that connect through secure LAN connections, thereby eliminating the 
need for personal computers or Internet connectivity (Tuerk, Yoder, Ruggiero, Gros, & Acierno, 2010).   
Numerous studies have utilized videoconferencing to provide remote mental health services to 
clients (for a review, see Simpson, 2009).  Preliminary research has found that clients are generally 
satisfied with videoconferencing treatment (Simpson, 2009).  Studies have found that treatment with 
videoconferencing appears to be as effective as face-to-face treatment for childhood depression (Nelson, 
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Barnard, & Cain, 2006), older adults with memory problems (Poon, Hui, Dai, Kwok, & Woo, 2005), and a 
variety of problems at a community counseling center (Day & Schnider, 2002).  Videoconferencing as has 
been used to effectively treat panic disorder with agoraphobia (Bouchard et al., 2004), OCD (Himle et al., 
2006), PTSD (Frueh et al., 2007), anxiety in cancer patients (Shepherd et al., 2006), and depressed 
adolescents and children (Pesamaa et al., 2004).  No significant differences were found in therapeutic 
alliance when CBT for PTSD was given in person and through videoconferencing (Germain, Marchand, 
Bouchard, Guay, & Drouin, 2010).  Findings from some studies suggest that some clients prefer 
videoconferencing to in-person treatment because they felt more comfortable revealing personal 
information to the therapists in a remote environment (Himle, et al., 2006; Simpson, Doze, Urness, Hailey, 
& Jacobs, 2001). 
A major advantage of videoconferencing therapy is that it allows for the exchange of non-verbal 
communication between client and therapist.  Non-verbal communication may enhance the therapeutic 
relationship, allow the therapist to observe whether the client is confused or preparing to say something 
during moments of silence, and provide opportunity for the therapist to assess the client’s social skills.  
Another major advantage of videoconferencing therapy is the opportunity to conduct exposure exercises 
whereby the clients can see the confederate role-players and vice versa.  Viewing the role-players’ facial 
expressions is anxiety-provoking social stimuli for the clients, which is conducive for the exposure 
exercises.  The clients can be exposed to both friendly and unfriendly real-life facial expressions as they 
practice coping with anxiety during social interactions.  Knowing that their own facial expressions and 
body language are being observed by others may induce additional anxiety in the clients during the 
exposure exercises.  Furthermore, the therapist can provide feedback on eye contact, posture, and facial 
expressions, and clients will have the opportunity to practice these nonverbal social skills. 
Potential disadvantages to videoconference therapy compared to in-person therapy include: 1) In-
session exposure exercises may feel less “real” to clients, and therefore be less effective and less 
generalizable to in-person social situations.  2) Some clients may not have access to the technical 
requirements of using videoconferencing (high-speed internet access, a computer that can run 
videoconferencing software, microphone, web camera, etc).  3) Technical problems, such as poor sound 
quality, or slow internet connection, may disrupt therapy sessions.  4) Web cameras may allow the therapist 
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to view only the top half of the clients’ body during in-session exposures, limiting the amount of feedback 
provided to the clients regarding nonverbal social skills.  5) Clients may experience anxiety about using the 
technology correctly, distracting them from the treatment for SAD. 
Overall, the advantages of videoconferencing therapy appear to outweigh the disadvantages of 
utilizing videoconferencing therapy for individuals who are unable or willing to receive in-person 
treatment.  It can be expected that future advances in internet technology and hardware will reduce 
technical problems associated with internet-based communications.  Furthermore, recent trends show that 
internet technologies are becoming increasing more accessible to individuals across the United States 
(Horrigan, 2008). 
Skype 
Videoconference services are provided by a number of commonly used applications, including 
Windows Meeting Space, MSN Messenger, Yahoo Messenger, iChat and Skype.  The Skype application, 
founded in 2003, and owned by an investor group that includes eBay, is utilized by businesses, 
organizations, and educational institutions around the world.  Skype can be downloaded for free on both PC 
and Macintosh computers.  Each user creates a personal account and can then make private 
videoconferencing calls to other users. 
Skype is a secure application employing end-to-end encryption techniques to keep conversations 
private.  It is a peer-to-peer communications application, which means that computers exchange messages 
directly, instead of going through a third-party server.  Skype operates behind a personal computer’s 
firewalls, which protects it from unauthorized outside access.  Each Skype user is issued a digital 
certificate, which is an electronic credential establishing the identity of the user.  This allows for the 
process of authentication (i.e. proving each user’s identify to each other).  Only the intended user is able to 
receive the highly encrypted messages.  Encryption involves one party’s system encoding the outgoing 
messages, with only the intended recipient possessing the key to interpret the message.   An independent 
security review of the Skype cryptosystem found that Skype provides its users with highly secure 
communication (Berson, 2005). 
Thus, Skype is a program that potentially holds great promise in the widespread delivery of CBT.  
Treatment through videoconferencing software such as Skype may be conducive to conducting therapy for 
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clients who are unwilling or unable to attend therapy in person.  Therapy through Skype may also be highly 
appealing to the internet savvy younger generation, who might otherwise wait years before finally seeking 
treatment, if at all.   
Current Study 
Given that the availability of CBT therapists for SAD is extremely limited across the United 
States, the most important benefit of therapy using Second Life is its accessibility to a wide range of 
people.  The individuals with SAD who do seek treatment may not have access to competent CBT 
therapists, particularly if they live in a non-metropolitan area.  Because 73% of adult Americans report 
being internet users and 55% of households report having broadband internet connection (Horrigan, 2008), 
therapy using Second Life is a potential treatment option for over half of all Americans.  Therapy through 
Second Life may also be appealing to individuals who prefer online interaction compared to in-person 
interactions, due to the severity of their SAD and their high levels of avoidance. 
Compared to internet-based self-help therapy, telephone therapy, and Second Life therapy, 
videoconferencing therapy has the distinct advantage of allowing clients, therapists, and confederate role-
players to speak to and see each other in real-time.  This feature may foster the therapeutic alliance, provide 
information to the therapist about the client’s nonverbal social skills, and facilitate in-session exposure 
exercises whereby clients are exposed to visual social stimuli such as facial expressions. 
Various CBT protocols have been found to be effective for SAD.   These protocols all emphasize 
exposure, and share many of the basic CBT components.  The existing research shows that a CBT protocol 
emphasizing exposure exercises (Feske & Chambless, 1995) is the most effective treatment for SAD. The 
majority of the research does not show that cognitive restructuring adds incremental effects to exposure-
based treatments (Fedoroff & Taylor, 2001; Feske & Chambless, 1995; Gould, et al., 1997).   
Various CBT protocols have been found to be effective for SAD.   These protocols all emphasize 
exposure, and share many of the basic CBT components.  The existing research shows that a CBT protocol 
emphasizing exposure exercises (Feske & Chambless, 1995) is the most effective treatment for SAD. The 
majority of the research does not show that cognitive restructuring adds incremental effects to exposure-
based treatments (Fedoroff & Taylor, 2001; Feske & Chambless, 1995; Gould, et al., 1997).   
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Because exposure is the key ingredient to efficacious treatments for SAD, the question arises of 
how to maximize client adherence to and engagement with exposure assignments, particularly for a 
treatment whereby client and therapist are in different physical locations and interact remotely.  ABBT for 
SAD, which draws on many components of ACT, contains many features that are designed to help clients 
to engage in exposure more fully.  ABBT components emphasize acceptance of internal experiences, and 
willingness to engage in anxiety-provoking behaviors (including participation in exposure exercises) for the 
purpose of living a meaningful life (S. C. Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Herbert, et al., 
2009).  In other words, ABBT strives to motivate clients to participate in social or performance situations 
even if anxiety levels are high.  Research indicates that acceptance-based CBT is at least as effective as 
other CBT programs (Forman, Herbert, et al., 2007; S. C. Hayes, 2008; S. C. Hayes, Bissett, et al., 1999; 
Herbert & Forman, in press; Lappalainen et al., 2007).  Therefore, the current study implemented a CBT 
treatment for SAD that emphasized exposure exercises and utilized acceptance-based components, i.e. 
ABBT for SAD. 
This study implemented individual therapy (as opposed to group therapy) because of its logistical 
advantages.  A major disadvantage to group therapy is incomplete attendance due to lack of flexibility in 
scheduling sessions (Stangier, et al., 2003). Moreover, research shows individual and group therapy for 
SAD to be equally effective (Rodebaugh, et al., 2004).   
Due to limited resources, this was an uncontrolled pilot study.  As this study was one of the first of 
its kind, its primary aim is to determine the feasibility and acceptability of implementing this program using 
videoconferencing.  Furthermore, strong evidence shows that SAD is unremitting without treatment (Grant, 
et al., 2005) and a large literature documents little-to-no improvement for individuals in wait-list control 
conditions who have not received treatment (Fedoroff & Taylor, 2001), thereby arguing against the 
inclusion of a wait-list control condition in this study. 
Thus, the proposed study assessed the feasibility, acceptability, and initial efficacy of one 
particular empirically-supported CBT for SAD (i.e. ABBT for SAD) using Skype to treat adults with 
generalized SAD.  Individual therapy consisted of 12 weekly 1-hour sessions. The treatment protocol 
consisted of exposure as the primary component, supplemented by social skills training, defusion exercises, 
and acceptance and mindfulness-enhancing exercises.  Exposure exercises were conducted during the 
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therapy session with confederate role-players, and also assigned for homework. Because SAD has an 
unremitting course and does not improve when left untreated, all participants received active therapy; there 
were no placebo or other control conditions involved. 
Statistical analyses (t-tests) were conducted to determine if significant changes occurred between 
pre-treatment and post-treatment outcome measures (social anxiety, depression, disability, quality of life).  
Analyses also examine changes in theoretically relevant process measures, the relationship of these 
measures to the outcome variables, and baseline predictors of change in social anxiety symptoms.   
Hypotheses 
Hypothesis 1: It was hypothesized that participants would rate this treatment of SAD using Skype 
as highly acceptable, and therapists would rate this treatment of SAD using Skype as feasible. 
Hypothesis 2: It was hypothesized that symptoms of social anxiety and other psychopathology 
would improve from pre- to post-treatment. 
Hypothesis 3: It was hypothesized that pre- to post-treatment effect sizes of social anxiety 
symptoms would be equivalent to effect sizes of previously reported in-person studies on CBT for SAD. 
Hypothesis 4: It was hypothesized that psychosocial functioning and quality of life would improve 
from pre- to post-treatment. 
Hypothesis 5: It was hypothesized that theoretically relevant process variables would change from 
pre- to post-treatment. 
Hypothesis 6: It was hypothesized that changes in theoretically relevant process variables from 
pre-treatment to mid-point would predict change in social anxiety symptoms from mid-point to post-
treatment. 
Hypothesis 7: It was hypothesized that baseline levels of theoretically relevant predictors would be 
associated with treatment outcome at post-treatment. 
METHOD 
This study was conducted through the Social Anxiety Treatment Program (SATP) at Drexel 
University.  Over the past decade, the SATP has developed a number of procedures (screening, 
inclusion/exclusion criteria, assessments, measures, treatment manual) used in a number of published 
treatment outcome trials.  This study utilized similar procedures, but was modified to accommodate the 
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videoconferencing modality. 
Participants 
 Participants were recruited from across the United States (see Figure 3 for CONSORT diagram).  
Study inclusion criteria were the same as those utilized in other studies through the SATP.  Adults in the 
age range of 18 to 65 were eligible to participate in this study.  Participants were required to meet criteria 
for the generalized subtype of SAD (operationally defined as significant anxiety and/or avoidance in at 
least 3 distinct social situations) as their primary Axis I disorder.  SAD had to be judged as primary and of 
greater severity than any other comorbid Axis I disorders (such as depression).  Participants agreed to 
refrain from participating in any other therapy during the duration they received treatment through this 
study.  If on psychotropic medication for anxiety or depression, they agreed to keep their dosage stable 
while receiving treatment through this study.  Participants also agreed to refrain from starting new 
psychotropic medication while receiving treatment through this study; (note that participants were free to 
withdraw from the study whenever they wished without penalty).   Participants were required to be stable 
on their psychotropic medication and dosage for a minimum period of 3 months before beginning the 
intervention.  Participants also had to have the ability to speak and read fluent English. 
A fourth inclusion criterion was access to the technical requirements of using Skype: a computer 
that could download and run the Skype application, broadband connection to the internet (DSL, cable, 
wireless), and a web camera (which costs $20-$40, although many newer computers already come with a 
built-in web camera).  On a case-by-case basis, some clients used headphones to improve sound quality.  
Exclusion criteria included: psychotic symptoms, acute suicide potential, history of substance dependence 
within the past six months, mental retardation, and a pervasive developmental disorder.  
The initial sample consisted of 24 adults (75% male) with a mean age of 35.0 (SD=10.8) and 
ranging in age from 19 to 63 years old.  A majority was Caucasian (75%) and employed full-time (46%).  
An equal number were married (46%) and single (46%).  Educational attainment was high: 42% had a 
college degree, 25% had attended some college, and 21% had attended graduate/professional school (see 
Table 2 for demographics information).  The majority of participants were not on psychiatric medications 
(79%) at the time of participation. 
  The majority of participants reported they were “very comfortable” with computers (63%), 13% 
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were “comfortable,” 8% were “slightly comfortable,” 4% were “slightly uncomfortable,” and 13% were 
“very uncomfortable.”  The majority of participants (96%) used an IBM-compatible personal computer 
when participating in the treatment.  The remaining participants used an Apple Macintosh personal 
computer.  For computer operating systems, 46% had Vista, 38% had Windows XP, 12% had Windows 7, 
and 4% had Mac OS.  All participants had high-speed internet access, with 46% using cable internet, 29% 
using wireless, and 25% using DSL.  Almost half of the participants (46%) had no prior experience using 
Skype; 12% had used Skype less than 10 times; 21% had used Skype between 10-20 times; and 21% had 
used Skype greater than 20 times to communicate with others.  Forty-two percent of all participants had 
experience with the videoconferencing feature of Skype, whereas 12% of all participants had experience 
with just the audio/telephone feature of Skype.  
Ninety-six percent of participants had received prior mental health services for anxiety or 
depression, but only 33% reported ever receiving a form of CBT, and only 38% reported receiving prior 
treatment specifically for SAD.  Of all participants, 38% reported that their mental health provider 
discussed exposure with them, however only 8% actually engaged in exposure exercises during session, 
and only 8% engaged in exposure exercises for homework.  Forty-six percent reported that prior treatment 
included challenging/changing beliefs, 13% reported engaging in cognitive restructuring, 4% participated 
in role play exercises, and 25% were assigned homework exercises.  Of those who had received prior 
therapy, 50% reported they had received minimal to no benefit.  Forty-one percent reported receiving 
moderate benefit, and 9% reported that their prior treatment was highly beneficial.   
Seventy-one percent reported that they had previously wished to seek treatment for SAD, but did 
not follow through.  The most common reasons for not receiving treatment were financial limitations 
(46%), lack of time (33%), belief that can handle situation on own (33%), and geographical limitations 
(29%), i.e., no suitable mental health professionals nearby (see Table 4). 
Procedure 
Recruitment.  Participants were recruited through online advertisements that instructed interested 
individuals to call, email, or visit the SATP website for more information.  The website included general 
information about the study and instructions for downloading and using the Skype program.   
As per standard SATP procedure, potential participants underwent a brief telephone screening by a 
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staff member.  If they were interested in the treatment study, and wished to determine if they were eligible, 
then an individualized consent process occurred over the phone, as described below.  Referrals were given 
to those who called for difficulties other than social anxiety.  The existing SATP maintains a referral list, 
which is reviewed and updated on a periodic basis by program staff. 
Informed Consent.  All participants were administered informed consent remotely, due to the travel 
distance between their homes and the SATP office.  (If any potential participants were willing and able to 
attend an informed consent meeting in person at the SATP offices, then informed consent would have been 
administered in person).  
The potential participants were orally given the website address of the consent form and referral 
information sheet.  The callers were instructed to print out the consent form, sign and date it, and mail or 
fax it to the research office.  The potential participants were verbally given the link to an information sheet 
which contained contact information for a suicide telephone hotline, other anxiety treatment 
clinics/practitioners, and the Drexel SATP office.  The information sheet also instructed potential 
participants to contact any existing mental health care providers if help was needed.  
The staff member then explained the consent form in detail to each of the potential participants.  The 
potential participants were given the opportunity to ask questions.  The staff member then ensured the 
potential participants’ understanding of the risks and benefits of participation by asking: 1) What is the 
purpose of this study?  2) What will be done?  3) What risks and discomforts may occur from participating 
in this study?  4) What benefits may be gained from participating in this study?   
Structured Clinical Interview.  Upon the SATP receiving the signed consent form, each potential 
participant took part in a structured interview (1.5 – 2 hours) during which time the SCID-IV for Axis I 
disorders was conducted through the telephone or Skype in order to determine eligibility for the study. If 
the potential participant was already familiar with Skype and already owned a webcam, then the participant 
was asked to have the structured clinical interview through Skype.  Otherwise, the potential participant was 
asked to have the structured clinical interview through the telephone.  Potential participants were assessed 
for a variety of disorders including depression, bipolar disorder, generalized anxiety disorder, obsessive-
compulsive disorder, panic disorder, and psychotic disorders.  Those who failed to meet 
inclusion/exclusion criteria were given an explanation of how this treatment did not fit their needs, and they 
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were provided with referrals for receiving treatment elsewhere.  Many studies in the literature have utilized 
telephone administered SCID interviews (Carlbring, Bohman, et al., 2006; Carlbring, et al., 2007; David C. 
Mohr, et al., 2006; Stein et al., 1998; Tillfors, et al., 2008)  Diagnostic telephone interviews have been 
reported to be acceptable to participants (Allen, Cull, & Sharpe, 2003) and are highly correlated with face-
to-face administration (Simon, Revicki, & VonKorff, 1993). 
Skype Lesson.  Potential participants who passed the SCID interview were given instructions for 
using Skype (downloading, installing, and using the application).  SATP staff members, over the phone, 
offered to walk each potential participant through the process of getting started with Skype.  Furthermore, 
the SATP website included written instructions on using Skype.  Potential participants tested their ability to 
participate in videoconferencing calls using Skype with a staff member of the SATP (a clinical psychology 
graduate student or research assistant).  This was to ensure that the client had the knowledge and technical 
resources to use Skype. This test also determined whether the client needed to use headphones in order to 
enhance sound quality.   
Pre-treatment Behavioral Assessment Test (BAT).  Participants participated in a pre-treatment 
BAT through Skype.  Participants were asked to maintain two 3-minute conversations (a dyadic and a 
triadic conversation), and to give a brief 3-minute impromptu speech before a small audience consisting of 
2 research lab staff members. Participants rated their anxiety on the Subjective Units of Discomfort Scale 
(SUDS), which ranges from 0-100, prior to beginning each of the three tasks. At the conclusion of each 
task, participants were asked to give another SUDS rating and also to report their highest SUDS level 
during the entire task. The BAT was digitally recorded for subsequent rating by two assessors.  One was an 
independent assessor blind to assessment time point; the second assessor was aware of assessment time 
point for many of the participants.  Participants were rated on the following domains: verbal skills, 
nonverbal skills, paralinguistic skills, overall social socials, and appearance of anxiety.  Both assessors 
rated all participants, and their ratings were averaged to form 1 score for each domain. 
Psychoeduational readings and quiz.  Participants were then given access to two online 
psychoeducational readings about SAD, and asked to complete online quizzes about the readings.  This had 
the dual purpose of introducing some of the education material to the participants, as well as filtering out 
participants who were not committed or who did not have an adequate reading level. 
 25 
Treatment.  After completing the procedures described above, participants began individual 
therapy using Skype.  Therapy consisted of 12 weekly one-hour long sessions.  After each session, 
therapists recorded whether any technical difficulties occurred.  Therapy sessions were unable to be 
recorded to due to limited equipment and resources. 
Therapists were five doctoral students and one masters student in clinical psychology, who were 
trained in the treatment of SAD, and closely supervised by the faculty supervisors (Drs. Herbert and 
Forman).  All therapists completed a year-long training program in the treatment of SAD led by Drs. 
Herbert and Forman.  This training program consisted of didactic lectures, observation of therapy sessions, 
attendance at supervision meetings, and co-conducting therapy sessions with a more experienced upper 
level graduate student.  Therapists followed a manualized treatment protocol, based on Herbert, Forman 
and Dalrymple’s Acceptance Based Behavior Therapy for Social Anxiety Disorder (ABBT; 2009), and 
modified to fit the videoconferencing modality.  Therapists attended weekly group supervision meetings 
with Drs. Herbert and Forman, who are licensed psychologists and the directors of the SATP. 
The first two sessions consisted of psychoeducation about SAD, socialization to the treatment 
model, and a safety behaviors experiment.  Participants examined the strategies they used in the past to 
eliminate anxiety and reflected on how well those strategies worked.  They were encouraged to open their 
minds to new ways of viewing and coping with anxiety.  Through discussion and the safety behaviors 
experiment, participants experienced how attempts to control anxiety oftentimes will maintain the anxiety 
(e.g., trying not to have an anxious thought does not make the thought go away).  Participants reflected on 
how their own attempts to control anxiety might have been maintaining their social anxiety.  Participants 
learned that engaging in safety behaviors did not improve their performance or reduce their level of 
anxiety.  They were taught about the concept of willingness (i.e., accepting anxiety while still engaging in 
productive behaviors). 
At the beginning of each session, the participants’ homework from the prior session was reviewed 
and discussed.  Then the participant and therapist practiced exercises designed to increase willingness, such 
as mindfulness meditation.  Mindfulness meditation involves focusing the attention on the present moment 
while practicing acceptance of internal experiences.  For example, the participant “watched” their present-
moment thoughts pass by in front of them without trying to control the content of their thoughts.  
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Beginning in session 3, a minimum of half of each session was devoted to the in-session exposure 
exercises.  The participant and therapist collaborated to decide on a specific social situation for the 
exposure exercise. 
Each session concluded with a homework assignment consisting of practicing the strategies 
addressed in that session, and in vivo exposure assignments. When possible, out-of-session exposure 
exercises were related to the in-session exposures.  For example, if a client completed an in-session 
exposure in which he initiated conversation with a stranger (actually a SATP confederate), then his out-of-
session exposure homework involved initiating conversation with a stranger in real life.  Additional 
homework assignments required clients to read articles/handouts and download forms (monitoring form, 
values chart, etc.), complete them, and email them to the therapist 10 minutes before the start of the next 
session.  
In-Session Exposure Exercises.  Beginning in session 3, exposure exercises were conducted, in 
which patients were exposed to carefully constructed scenarios of their particular fears (e.g., initiating a 
conversation with a co-worker).  Examples of common exposures are for clients to: initiate and maintain 
individual or group conversations, give a speech to an audience, assert an opinion, conduct a meeting, and 
tell a personal story.  In this treatment program, SATP staff members (clinical psychology doctoral 
students, psychology masters students, and research assistants) served as confederate role players for in-
session exposures.  Skype does not currently support videoconferencing calls among more than 2 
individuals at a time.  Therefore, the confederate role-players joined the therapist in the same office, and 
the camera was adjusted to allow the client to see the role players.  The clients were instructed to enact the 
social situation with the role players as though the situation were real.  Participants were encouraged to 
practice willingness during these exposure exercises.  They were instructed not to try purposely to make 
their anxiety go away, and instead focus their attention on engaging in the social situation. 
Measures 
Participants completed an online questionnaire packet before the start of treatment, after six 
treatment sessions (i.e., mid-treatment), and after 12 treatment sessions (i.e., post-treatment).  This online 
questionnaire packet took up to 1 hour to complete each time it was filled out.  In addition, participants 
completed an online weekly measure (5 minutes) before the start of each therapy session.  Online 
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questionnaires were hosted on the Survey Monkey website (www.surveymonkey.com) which has been 
used in a number of IRB approved published studies at Drexel University.  Clients participated in the initial 
structured clinical interview to determine eligibility for the study (1-2 hours), as well as brief assessment 
interviews (20 minute each) at mid-treatment and post-treatment.  Clients participated in a BAT at pre-
treatment and post-treatment (see next section for an assessment schedule.) 
Screening Interview Measures 
Structured Clinical Interview for DSM-IV Axis I Disorders (SCID; First, Spitzer, Gibbon, & 
Williams, 1996).  The SCID is a widely used structured diagnostic interview for Axis I disorders based on 
DSM-IV criteria.  It has excellent interrater reliability with overall kappa = 0.85 (Ventura, Liberman, 
Green, Shaner, & Mintz, 1998). 
Anxiety Disorders Interview Schedule—Revised (ADIS-R; DiNardo & Barlow, 1988).  The 
ADIS-R is a widely used structured diagnostic interview for anxiety disorders.  Only the social phobia 
section of the ADIS was used for this study. 
Self-Rating Measures 
Social Phobia and Anxiety Inventory (SPAI; S. M. Turner, Beidel, Dancu, & Stanley, 1989).  
The SPAI is a 45-item self-report measure to assess symptoms of SAD.  Ratings are given on a 7-point 
Likert-like scale.  The SPAI has good test-retest reliability, internal consistency, concurrent validity, and 
external validity (Beidel, Borden, Turner, & Jacob, 1989; Herbert, Bellack, & Hope, 1991; S. M. Turner, et 
al., 1989).  The social phobia subscale (SPAI-SP), which consists of 32 items, was used for this study. 
Liebowitz Social Anxiety Scale (LSAS; Liebowitz, 1987).  The LSAS is a 24-item measure to 
assess fear and avoidance of social (11 items) and performance (13 items) situations.  Participants rate their 
fear and avoidance of each situation on a Likert scale from 0 to 3.  The LSAS is a reliable, valid, and 
sensitive measure for SAD (Heimberg et al., 1999).  The self report version of the LSAS has good test-
retest reliability (r = .83), internal consistency (Cronbach’s alpha = .95), convergent validity, and 
discriminant validity (Baker, Heinrichs, Kim, & Hofmann, 2002).  The self-report and clinician-
administered formats for the LSAS provide equivalent results (Fresco et al., 2001). 
Brief Version of the Fear of Negative Evaluation Scale (Brief FNE; Leary, 1983).   The Brief 
FNE is a 12-item self-report measure to assess fear of negative evaluation.  Ratings are given on a 5-point 
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Likert-type scale.  The Brief FNE has excellent inter-item reliability (Chronbach’s alpha = .97) and test-
retest reliability (r = .94), good concurrent and discriminant validity, and adequate construct validity 
(Collins, Westra, Dozois, & Stewart, 2005). 
Beck Depression Inventory-II (Beck, Steer, & Brown, 1996).  The BDI is a widely used 21-item 
self-report questionnaire to assess symptoms of depression.  Ratings are given on an ordinal scale from 0 to 
3.  The BDI-II has good reliability (r = .90) and concurrent validity (Osman et al., 1997), as well as 
construct validity (Steer, Ball, Ranieri, & Beck, 1997).  The original Beck Depression Inventory (Beck & 
Steer, 1993) was revised to the BDI-II to be consistent with DSM-IV criteria for depression.   
Quality of Life Inventory (QOLI; Frisch, Cornell, Villanueva, & Retzlaff, 1992).  The QOLI is a 
32-item self-report measure to assess overall life satisfaction in areas of life considered important.  The 
QOLI has good test re-test reliability (r = .80 to .91) and internal consistency (Cronbach’s alpha = .77 to 
.89) (Frisch, et al., 1992).  
Acceptance and Action Questionnaire-II (AAQ-II; Bond et al., submitted).  The AAQ-II is a 
ten-item self-report measure to assess psychological flexibility (including experiential avoidance and 
inaction toward goals).  Ratings are given on a 7-point Likert scale.  Preliminary results show that the 
AAQ-II has good convergent and discriminant validity. 
Sheehan Disability Scale (SDS; A. C. Leon, Olfson, Portera, Farber, & Sheehan, 1997).  The 
SDS is a 3-item self-report measure to assess impairment in the domains of work life, social life, and 
family life.  Ratings are given on an 11-point Likert scale.  The SDS has satisfactory reliability, construct 
validity, and criterion-related validity (A. Leon, Shear, Portera, & Klerman, 1992). 
Drexel Defusion Scale (DDS; Forman, Herbert, Moitra, & England, 2008).  The DDS is a 10-item 
self-report measure to assess ability to achieve distance from thoughts and feelings.  Ratings are given on a 
6-point Likert scale.  Preliminary results support the validity of the DDS.  An additional 2 questions 
specific to social anxiety (regarding anxiety about group situations and one-on-one interpersonal situations) 
were added to this measure for a total of 12 questions. 
Philadelphia Mindfulness Scale (PHLMS; Cardaciotto, Herbert, Forman, Moitra, & Farrow, 
2008).  The PHLMS is a 20-item self-report measure to assess mindfulness on the two subscales of present-
moment awareness and acceptance.  Ratings are given on a 5-point Likert scale.  The PHLMS has good 
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construct validity, concurrent validity, and internal consistency (Cronbach’s alpha = .86 for Awareness; 
Cronback’s alpha = .91 for Acceptance). 
Social Behaviour Questionnaire (SBQ; Clark, Wells, Hackmann, Butler, & Fennell, 1994).  This 
unpublished measure has 27 safety behaviors commonly used to reduce social anxiety in social situations.  
Examples of safety behaviors include “Avoid pauses in speech” and “Rehearse sentences in your mind.”  
Participants rate their frequency of each behavior on a Likert scale (0 = never, 1=sometimes, 2=often, 
3=always).  The SBQ has been used in past studies to measure frequency of safety behaviors.  A RCT 
providing CBT to patients with social anxiety found significant improvements in pre- to post-treatment 
scores on the SBQ (Borge et al., 2008). 
Reaction to Treatment Questionnaire (RTQ; Holt & Heimberg, 1990).  The RTQ is a 17-item 
measure to assess client expectancies of the treatment.  Four of these questions are taken from Borkovec 
and Nau (1972) and relate to perceived credibility of the treatment rationale.  Nine questions relate to how 
confident the client is that the treatment will reduce fears in various social situations.  Four questions relate 
to clients’ current severity of social anxiety versus expected severity of social anxiety following treatment. 
Working Alliance Inventory - Short Form (WAI-S; Horvath & Greenberg, 1989; Tracey & 
Kokotovic, 1989).  The WAI-S is a 12-item client self-report measure to assess the working relationship 
and therapeutic bond between client and therapist.  This measure is commonly used in CBT treatment 
outcome studies, including those whereby treatment is delivered remotely.  The 3 subscales are: agreement 
on goals for treatment, agreement on therapeutic tasks, and perception of therapeutic bond.  Ratings are 
given on a 7-point Likert scale, with higher scores reflecting a stronger working alliance.  Busseri and Tyler 
(2003) reported that the WAI-S has good internal reliability for the composite score (alpha = .91) and the 
subscales (alpha = .73 to .86). 
Client Satisfaction  Survey (CSS; Dalrymple & Herbert, 2007).  The CSS is a self-report 
measure to assess client satisfaction and treatment acceptability.  No psychometric properties exist for this 
measure.  A modified version of the CSS was used for this study.  Participants provided ratings on a 5-point 
Likert scale for the following 6 domains: satisfaction with treatment, satisfaction with therapist, symptom 
reduction, avoidance reduction, and expectations of symptoms and avoidance one year and five years from 
now.  Participants were asked if they would recommend this treatment to a friend.  Participants were asked 
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the following 3 open-ended questions: 1) “What did you find the most beneficial about this treatment?”  2) 
“What did you find the least beneficial about this treatment?”  3) “Do you have any suggestions for 
improving this treatment?”  In addition, the following question was added to the CSS with a 5-point Likert 
scale: “How easy or difficult was it to receive treatment through Skype?”   
Demographics Questionnaire.  This questionnaire asks participants for general demographic 
information such as gender, race, marital status, education, employment status, and previous treatment 
history. 
Clinician Reported Measures 
Clinical Global Impression Scale (CGI; National Institutes of Mental Health, 1985).  The CGI 
commonly used clinical rating system for symptom severity and overall improvement on a 7-point Likert 
scale.   
Post-Treatment Therapist Survey.  This survey assessed treatment feasibility from the 
perspective of the therapists. Ratings were given on a 5-point Likert scale for the following 2 questions: 1) 
“How feasible was it to implement this treatment through Skype?”  2) “How easy or difficult was it to 
implement this treatment through Skype?”  Therapists were also asked how many times they have 
implemented this treatment through Skype.  Therapists were also asked the following open-ended 
questions: 1) “What was easy about implementing this treatment through Skype?” 2) “What was difficult 
about implementing this treatment through Skype?” 
Behavioral Assessment 
Behavioral Assessment Test (BAT).  Participants completed a pre-treatment and post-treatment 
BAT.  Participants were asked to maintain two 3-minute conversations (a dyadic and a triadic 
conversation), and to give a brief 3-minute impromptu speech before a small audience consisting of 2 
research lab staff members. Participants rated their anxiety on the Subjective Units of Discomfort Scale 
(SUDS), which ranges from 0-100, prior to beginning each of the three tasks. At the conclusion of each 
task, participants were asked to give another SUDS rating and also to report their highest SUDS level 
during the entire task. The BAT was digitally recorded for subsequent rating by two assessors (1 was blind 
to assessment time point).  The assessors provided SUDS ratings of perceived anxiety, and rated 
participants’ social skills using a 5-point Likert scale (1 = Poor; 5 = Excellent) on three dimensions: verbal 
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content, nonverbal skills, and paralinguistic skills. Assessors also provided a rating of overall social skills, 
using the same 5-point scale.  Both assessors rated all participants, and their ratings were averaged in the 
data analysis.  There is support for the use of social skills ratings in role play tests, including speech tasks 
(Herbert, et al., 2005). Assessors were trained to a reliability level of .80. Interrater reliability was 
monitored using intraclass correlations, as reported in the results section. 
Assessment Schedule 
 Participant 
Screening 
Pre-tx After 
2nd 
session 
Midpoint 
(6 wks) 
Post-tx 
(12 
wks) 
SCID X   X X 
Demographics 
Questionnaire X 
  
  
BAT  X   X 
SPAI  X  X X 
LSAS  X  X X 
Brief FNE  X  X X 
BDI-II  X  X X 
QOLI  X  X X 
AAQ  X  X X 
SDS  X  X X 
DDS  X  X X 
PHLMS  X  X X 
RTQ   X   
WAI-S   X X X 
CSS     X 
CGI  X  X X 
Post-Treatment 
Therapist Survey 
    X 
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RESULTS 
Both intent-to-treat (ITT) and completer-only analyses were conducted, and the pattern of results was 
equivalent.  In order to avoid redundancy, only the ITT results are reported, other than in Table 3, which 
displays descriptive statistics for all outcome variables.  No significant differences were found between 
baseline and pre-treatment scores (1 month difference), which is consistent with previous literature that 
SAD has an unremitting course (Grant, et al., 2005). 
Twenty-six participants began treatment.  One participant was removed from the study after 
reassessment revealed that SAD was not his primary disorder.  A second participant was removed due to 
not having high-speed internet access.  Excluding the 2 participants removed from the study, the attrition 
rate was 17%, with 20 out of 24 participants completing treatment.  One participant dropped out after 
session 2 because he decided treatment would not be helpful to him; a second participant dropped out after 
session 5 to focus on another life event; a third participant also dropped out after session 5 without 
providing an explanation; and the fourth participant dropped out after session 9 to avoid exposure 
exercises.  The participant who dropped out after session 9 completed a post-treatment questionnaire at the 
time of discontinuation; the other participants who dropped out chose not to complete the post-treatment 
questionnaire. 
The Shapiro-Wilk test for normality revealed normal distributions in pre- to post-treatment difference 
scores for the BFNE, PHLMS-Acceptance, PHLMS-Awareness, AAQ, DDS, SDS-Social, WAI, and SBQ, 
but not for the QOLI (W=.906, p=.029), LSAS-Total (W=.897, p=.019), LSAS-Avoidance (W=.904, 
p=.026) , LSAS-Fear (W=.894, p=.016), SDS-Total  (W=.916, p=.049), SDS-Work  (W=.886, p=.011), 
SDS-Family  (W=.895, p=.017) , CGI-Severity  (W=.877, p=.007) , SPAI-SP  (W=.912, p=.040) , and BDI  
(W=.916, p=.047).  In addition, the Shapiro-Wilk test for normality revealed normal distributions in pre- to 
post-treatment difference scores for almost all BAT measures [SISST-Positive, SISST-Negative, self-
reported SUDS (pre, post, and peak), clinician ratings (nonverbal, overall, anxiety), and self-reported 
performance rating], with the exception of the following clinician ratings: verbal (W=.900, p=.026) and 
paralinguistic: W=.907, p=.035).  The violation of the assumption of normality may render the t-test less 
powerful.  The Wilcoxon Signed-Rank Test does not assume normality in the data, and can be used in lieu 
of the t-test when the assumption of normality has been violated.  Therefore, the results of the Wilcoxon 
 33 
Sign-Rank Test are also reported where there are non normal distributions in pre- to post-treatment 
difference scores.  The t-test and Wilcoxon Sign-Rank Test did not produce differing results. 
Because this was a pilot study to explore if implementing CBT using Skype is even feasible, we 
were mindful of balancing concerns over Type I error with those regarding Type II error.  Therefore, we 
elected not to adjust alpha to control for experiment-wise error.  For correlation analyses, the effect sizes 
themselves (i.e., Pearson’s r) were examined to reveal relationships between variables.  Cohen’s 
conventions for determining effect sizes were used: small ≥ .10, medium ≥ .30, large ≥ .50 (Cohen, 1988). 
Hypothesis 1: It was hypothesized that participants and therapists would rate this treatment of 
SAD using Skype as acceptable and feasible. 
All treatment completers and one drop-out completed a post-treatment client satisfaction survey 
(see Tables 5 to 8).  Based on their ratings, clients appeared satisfied with their treatment (95% were 
completely or mostly satisfied) and with their therapists (100% were completely or mostly satisfied).  Most 
clients believed that the treatment decreased their fears in social situations (91% strongly agreed or agreed) 
and decreased their avoidance of social situations (91% strongly agreed or agreed).  Most clients expected 
their fears and avoidance to be less severe at 1 year from post-treatment (only 10% predicted fairly or very 
severe symptoms) and at 5 years from post-treatment (only 5% predicted fairly or very severe symptoms). 
All would recommend this treatment to a friend.  Of note, nearly all clients (95%) reported that receiving 
treatment through Skype was fairly or very easy.  Overall scores on the WAI increased significantly from 
pre- to post-treatment (see table 3).  Higher scores on the overall WAI and the WAI-Bond (at time points 
throughout the treatment) were slightly to moderately correlated with pre- to post-treatment reductions in 
social anxiety symptoms (see table 18). 
Therapists rated the difficulty and feasibility of delivering treatment through Skype for each client.  
Therapists rated that delivery was “very feasible” for 29% of cases, “fairly feasible” for 54% of cases, and 
were “neutral” for the remaining 17% of cases.  Therapists rated the difficulty level of delivering treatment 
through Skype as “very easy” for 8% of cases, “fairly easy” for 63% of cases, “neutral” for 21% of cases, 
and “fairly difficult” for 8% of cases.  Therapists reported moderate to severe technical problems for 13% 
of sessions, and insignificant to minor technical problems for 41% of sessions (see Tables 9 and 10). 
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Severity of technical difficulties decreased after therapists gained more experience with using 
Skype and troubleshooting difficulties (see Table 9).  The first 10% of therapists’ Skype sessions with 
clients was compared to the last 90% of sessions.  Technical difficulties for each session were classified as 
either being non-existent/insignificant or as having an effect on the session (minor to severe difficulties).  
The early sessions were associated with increased technical difficulties compared to the later sessions, with 
the chi-square approaching significance, X2 (1, N = 263) = 3.39, p =.065. 
Disruptions in sound quality (e.g., choppiness, softness, echoing, or delay) was the most 
commonly reported technical problem (30% of sessions), followed by disruptions in video quality 
(choppiness, blurriness, frozen picture, or delay; 27% of sessions).  The Skype call froze or was ended 
abruptly without explanation for 6% of sessions.  In most cases, the therapist and client were able to 
successfully restart the call.  Inability to transmit or receive sound or video occurred in 8% of sessions, but 
was remedied after troubleshooting in most cases.  Due to technical difficulties with sound in Skype, 
therapists reported supplementing the Skype call with a telephone call for 2% of sessions. 
The greatest impact of all these technical difficulties included wasted time (ranging from a few 
minutes to an hour), interrupted flow of the session, and difficulty in hearing what the other party was 
saying.  Greater severity of technical difficulties was associated with smaller pre- to post-treatment 
improvements on the Brief-FNE (r=.54, p<.01), but was not significantly correlated with pre- to post-
treatment changes on the SPAI (r=.15, p=.46) or LSAS-Total (r=.16, p=.46). 
Hypothesis 2:  It was hypothesized that symptoms of social anxiety and other psychopathology 
would improve from pre- to post-treatment. 
T-tests comparing pre- to post-treatment scores were significant for the SPAI-SP, LSAS-Total, 
LSAS-F, LSAS-A, Brief-FNE, BDI, and CGI-Severity.  The Wilcoxon Signed Rank Test also revealed 
significant pre- to post-treatment differences for all measures with non normal distributions (see Table 3).  
Effect sizes were very large (1.17 to 2.08) for measures of social anxiety and related constructs. 
At post-treatment, more than half of participants (n = 13; 54%) no longer met DSM-IV-TR criteria 
for SAD.  In terms of clinician ratings of improvement by post-treatment, 33% of participants were given a 
rating of 1 (very much improved), 38% a rating of 2 (much improved), 17% a rating of 3 (minimally 
improved), and 12% were not given a score because they dropped out.  
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T-tests comparing pre- to post-treatment BAT scores were significant for all the measures (SISST-
Positive, SISST-Negative, self-reported pre SUDS, self-reported Post SUDS, self-reported peak SUDS, 
clinician-rated verbal skills, clinician-rated nonverbal skills, clinician-rated paralinguistic skills, clinician-
rated overall social skills, clinician-rated appearance of anxiety, and self-reported performance rating), 
again reflecting large to very large effect size.  Performance ratings were higher and anxiety ratings were 
lower at post-treatment compared to pre-treatment.  Behavioral assessment tests, where two assessors rated 
clients on performance during the pre- and post-treatment role plays, exhibited high inter-rater reliability: 
.91 for verbal skills, .88 for nonverbal skills, .91 for paralinguistic skills, .90 for overall social skills, and 
.91 for appearance of anxiety.      
Hypothesis 3: It was hypothesized that pre- to post-treatment effect sizes of social anxiety 
symptoms would be equivalent to effect sizes of previously reported studies on CBT for SAD. 
To examine clinical significance, effect sizes of specific measures were compared with effective 
sizes reported in previous studies.  A meta-analysis by Fedoroff & Taylor (2001) found an average effect 
size of d = 1.08 for self-report measures from pre- to post-treatment for exposure-only interventions, and an 
average effect size of d = 0.837 for exposure plus CT interventions.  The effect sizes for social anxiety 
measures in this study, ranging from 1.10 (Brief-FNE) to 2.04 (SPAI) were considerably larger than many 
of the effect sizes reported in previous studies delivering in-person CBT for SAD (see table 16). 
Hypothesis 4: It was hypothesized that psychosocial functioning and quality of life would improve 
from pre- to post-treatment. 
T-tests on pre- to post-treatment scores were significant for SDS-total, SDS-work, SDS-social, 
SDS-family, and QOLI (see Table 3).  The Wilcoxon Signed Rank Test also revealed significant pre- to 
post-treatment differences for all measures with non-normal distributions. 
Hypothesis 5: It was hypothesized that theoretically relevant process variables would change from 
pre- to post-treatment. 
T-tests on pre- to post-treatment scores were significant for PHLMS-Acceptance, DDS, and AAQ-
II, but not for PHLMS-Awareness or the SBQ (see Table 3).  Thus, participants demonstrated an overall 
pre-to post-treatment increase in acceptance, defusion and psychological flexibility. The Wilcoxon Signed 
Rank Test also revealed equivalent results for all measures with non-normal distributions. 
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Hypothesis 6: It was hypothesized that changes in theoretically relevant process variables from 
pre-treatment to mid-point would predict change in social anxiety symptoms from mid-point to post-
treatment. 
The following correlation analyses are considered exploratory due to small sample size.  Due to 
low power, the effect sizes themselves (i.e., Pearson’s r) were examined to reveal relationships between 
variables.  Bivariate correlations were conducted between pre- to mid-treatment residual gain in 
hypothesized process variables and mid- to post-treatment residual gain in social anxiety level (without 
controlling for pre- to mid-treatment residual gain in social anxiety level; see Table 12).  Pre- to mid-
treatment increases in defusion were moderately correlated with mid- to post-treatment reductions in social 
anxiety (SPAI-SP: r = -.46, p = .03; LSAS-Total: r = -.34, p = .12; Brief-FNE: r = -.31, p = .16).  Pre-to 
mid-treatment decreases in safety behaviors were likewise slightly to moderately correlated with mid- to 
post-treatment reductions in social anxiety (SPAI-SP: r = .29, p = .17; LSAS-Total: r = .40, p = .05; Brief-
FNE: r = .13, p = 32).  Pre- to mid-treatment decreases in awareness were slightly correlated with mid- to 
post-treatment reductions in social anxiety (LSAS-Total: r = .19, p = .37, Brief-FNE: r = .19, p = .37).  The 
correlations between pre- to mid-treatment changes in PHLMS-Acceptance and mid- to post-treatment 
changes in social anxiety were inconsistent.  No correlations were found between pre- to mid-treatment 
changes in psychological flexibility and mid- to post-treatment reductions in social anxiety.  
As a more conservative test, partial correlations were conducted between pre- to mid-treatment 
residual gain in hypothesized process variables and mid- to post-treatment residual gain in social anxiety 
level, controlling for pre- to mid-treatment residual gain in social anxiety level (see Table 13).  Results 
were similar to the bivariate tests for defusion, safety behaviors, and acceptance.  Pre- to mid-treatment 
increases in defusion were slightly to moderately correlated with mid- to post-treatment reductions in social 
anxiety (SPAI-SP: r = -.41, p = .06; LSAS-Total: r = -.13; p = .56; Brief-FNE: r = -.27; p = .23).  Pre- to 
mid-treatment decreases in safety behaviors were slightly correlated with mid- to post-treatment reductions 
in social anxiety (SPAI-SP: r = .23, p = .30; LSAS-Total: r = .25; p = .24; Brief-FNE: r = .29; p = .18).  
The correlations between pre- to mid-treatment changes in PHLMS-Acceptance and mid- to post-treatment 
changes in social anxiety were inconsistent.  Results for psychological flexibility and awareness were 
different compared to the bivarate tests.  Pre- to mid-treatment decreases in psychological flexibility were 
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slightly to moderately correlated with mid- to post-treatment reductions in social anxiety (SPAI-SP: r = .31, 
p = .15; LSAS-Total: r = .29; p = .18; Brief-FNE: r = .13; p = .57).  Pre-to mid-treatment changes in 
awareness were not correlated with mid- to post-treatment reductions in social anxiety. 
Correlations were also conducted between pre- to post-treatment residual gain in hypothesized 
process variables and pre- to post-treatment residual gain in social anxiety symptoms (see Table 14).  An 
increase in defusion residual gain scores was highly correlated with a decrease in social anxiety symptoms 
(SPAI-SP: r = -.71, p < .001; LSAS-Total: r = -.65, p < .001; Brief-FNE scores: r = -.66, p < .001).  An 
increase in PHLMS-acceptance residual gain scores was slightly to moderately associated with a decrease 
in social anxiety symptoms (Brief-FNE: r = -.41, p = .04; SPAI-SP: r = -.22, p = .30; LSAS-Total: r = -.27, 
p = .21).  An increase in PHLMS-awareness residual gain scores was slightly to moderately associated with 
a decrease in social anxiety symptoms (SPAI-SP: r = -.48, p = .02; LSAS-Total: r = -.24, p = .25; Brief-
FNE: r = -.15; p = .48).  An increase in psychological flexibility residual gain scores was slightly to 
moderately associated with a decrease in social anxiety symptoms (SPAI-SP: r = -.39, p = .06; LSAS-
Total: r = -.24, p = .26; Brief-FNE: r = -.30; p = .15).  A decrease in safety behaviors residual gain scores 
was slightly to moderately associated with a decrease in social anxiety symptoms (SPAI-SP: r = .12, p = 
.58; LSAS-Total: r = .31, p = .14; Brief-FNE: r = .32; p = .13). 
As discussed above, statistically significant changes relationships between variables may not be 
detected using correlation analyses due to the small sample size and lower power of this study.  Therefore, 
the effect sizes (i.e., Pearson’s r) were examined to reveal relationships between variables.  The overall 
pattern observed is that changes in hypothesized process variables are slightly to moderately correlated to 
reductions in social anxiety symptoms.  Increases in defusion, psychological flexibility, and acceptance are 
associated with reductions in social anxiety symptoms, and decreases in safety behaviors are also 
associated with reductions in social anxiety symptoms.  Results did not consistently reveal changes in 
awareness to be associated with treatment outcome. 
Hypothesis 7: It was hypothesized that baseline levels of theoretically relevant predictors would 
be associated with treatment outcome at post-treatment and 12-week-followup. 
Correlations were conducted between baseline levels of theorized moderators of treatment 
(acceptance, awareness, defusion, psychological flexibility, safety behaviors) and residual change in social 
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anxiety symptoms (see Table 15).  Higher baseline PLHMS acceptance scores were slightly correlated with 
greater reductions in social anxiety (SPAI: r = -.28, p = .18; Brief-FNE:  r = -.18, p = .40).  Lower baseline 
PLHMS awareness scores were slightly to moderately correlated with greater reductions in social anxiety 
(SPAI: r = .34, p = .11; LSAS-Total: r = .25, p = .23).  Higher baseline psychological flexibility scores 
were slightly correlated with greater reductions in social anxiety (SPAI: r = -.11, p = .62; Brief-FNE:  r = -
.14, p = .50).  Higher baseline defusion scores were slightly correlated with greater reductions in social 
anxiety (SPAI: r = -.14, p = .53; Brief-FNE:  r = -.29, p = .18; LSAS-Total: r = -.19, p = .40).  Lower 
baseline safety behavior scores were slightly to moderately correlated with greater reductions in social 
anxiety (SPAI: r = .36, p = .08; LSAS-Total: r = .18, p = .40).  Higher baseline RTQ scores were slightly 
correlated with greater reductions in social anxiety (SPAI: r = -.14, p = .51; Brief-FNE:  r = -.14, p = .52; 
LSAS-Total: r = -.24, p = .26). 
DISCUSSION 
Feasibility and Acceptance 
This pilot study investigated the efficacy and feasibility of delivering ABBT for SAD via 
videoconference (Skype) using the patient’s home personal computer.  Clients and therapists viewed this 
treatment modality as both acceptable and feasible, with some caveats. Virtually all participants reported 
satisfaction with their treatment, and all participants were satisfied with their therapist.  The vast majority 
of participants believed that receiving treatment through Skype was easy, and all therapists thought 
conducting treatment through Skype was feasible.  The observed dropout rate of 17%,  is comparable to 
previously reported dropout rates for in-person CBT for SAD, including 16% for group comprehensive 
cognitive behavioral therapy (CCBT; Davidson, et al., 2004), 25% for CBGT (Otto, et al., 2000), 11% for 
individual ABBT (Dalrymple & Herbert, 2007), and an overall average dropout rate of 18% for exposure 
treatments as per meta-analysis (Fedoroff & Taylor, 2001). 
 Whereas both patients and therapists were satisfied with the treatment, technical problems were 
encountered in over half of the sessions, with the most common difficulties involving poor sound and/or 
video quality.  The majority of these technical difficulties had minimal impact on the quality of the therapy 
sessions.  However, 13% of sessions did have technical difficulties that noticeably affected the quality of 
the session.  The presence of more frequent and severe technical difficulties during sessions was associated 
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with smaller reductions in social anxiety cognitions.  The impact of these technical difficulties included 
feelings of frustration from the clients and therapists, difficulty hearing what the other party was saying, 
disruption to the flow of the session, and wasted time (ranging from a few minutes to 1 hour).  The time 
devoted to solving the technical difficulties reduced the overall time available for in-session discussion and 
role-plays. 
Technology is never perfect, and those who use it in treatment delivery will inevitably encounter 
technical difficulties, as with the use of Skype in this study.  Some of these technical problems, such as 
incorrect video or sound configurations, were due to human error, underscoring the importance of properly 
training therapists and clients in the correct usage of the computer application and equipment, as well as 
how to troubleshoot technical problems.  Other technical difficulties, such as poor sound and video quality, 
were often the result of poor internet connections or disturbances within the Skype application itself, 
highlighting how the quality of the program used will affect the quality of treatment.  Furthermore, 
problems with sound or video quality were more commonly experienced for clients using wireless 
connection as opposed to cable or DSL. 
Mental health providers can take a number of steps to reduce the technical difficulties experienced 
during remote internet-based treatments.  Training for therapists and clients in setting up the application 
and troubleshooting technical difficulties can substantially reduce the frequency of technical problems 
resulting from both human and non-human error.  As therapists gained more experience with Skype, 
technical difficulties during sessions decreased, and therapists anecdotally reported that they were better 
able to troubleshoot technical problems.  Technical problems can also be reduced by requesting that both 
clients and therapists use non-wireless internet connections (i.e., use an Ethernet cable to connect the 
computer to the modem).  The use of “echo-cancellation” webcams by both therapists and clients can also 
improve the sound quality.  “Echoing” occurs when a person hears the sound of his or her own voice 
echoed back through the computer; this happens when the sound of person #1’s voice is transmitted from 
person #2’s computer speakers into person #2’s microphone, causing person #1 to hear an “echoing” of his 
or her own voice.  “Echo-cancellation” webcams recognize when this happens and remove the extra noise.  
It is also helpful for the therapist to encourage clients to verbalize any technical difficulties experienced; 
otherwise the therapist may be oblivious to how the client is unable to adequately see or hear parts of the 
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therapy session. 
Although therapists and clients frequently encountered technical difficulties in this study, they 
were typically able to quickly correct the majority of these problems with minimal disruption to the quality 
of the session.  Less severe technical difficulties was associated with better treatment outcome in social 
anxiety cognitions.  Despite the presence of technical difficulties, therapists and clients found that treatment 
delivered through Skype was both feasible and acceptable.  It can be expected that both hardware (e.g., 
computers, web cameras, internet connectivity) and software (e.g., videoconferencing applications such as 
Skype) will continue to improve in quality and speed, and as this newer technology becomes more 
accessible to the general public, these types of technical difficulties will decrease, lending to smoother 
therapy sessions with less interruptions and better outcomes.  
Treatment Outcome 
Analyses revealed statistically and clinically significant pre- to post-treatment improvements in 
social anxiety symptoms, depression, disability, and quality of life.  Underscoring these results was the 
finding that 54% of participants no longer met DSM-IV-TR criteria for SAD.  Effect sizes for social 
anxiety measures (d = 1.17 to 2.04) were larger than previously reported pre- to post-treatment effect sizes 
for well-known RCTs delivering in-person treatment for SAD (d = .72 to 1.36; see Table 15) as well as to 
those reported in a recent meta-analysis of exposure plus CT (d = 0.84) and exposure-only interventions (d 
= 1.08; Fedoroff & Taylor, 2001).  
When clinician-judged improvement is examined, the videoconference intervention also compares 
favorably.  Using a convention of defining treatment response as a CGI Improvement score of 1 or 2 (very 
much improved, or much improved, respectively), the response rate for the current study was 71%.  This 
proportion is considerably higher than that reported by Davison and colleagues (2004), who used the same 
definition, and Heimberg and colleagues (1998)  using similar criteria (i.e., markedly or moderately 
improved on the Social Phobia Disorders Severity and Change Form).  
The large effect sizes for this study could potentially be explained by the acceptance-based nature 
of the treatment.  Most prior treatment outcome studies for SAD delivered standard CBT that incorporated 
traditional cognitive therapy (CT) components (Davidson, et al., 2004; Heimberg, et al., 1998; Otto, et al., 
2000).  The current study strongly emphasized acceptance of internal experiences (e.g., thoughts, emotions) 
 41 
and willingness to engage in values-directed behavior despite the presence of anxiety.  It is possible that the 
larger effect sizes of this study can be attributed to these innovative acceptance-based modifications made 
to standard CBT, and furthermore, that the remote nature of the treatment did not detract from these effects.  
The Drexel SATP is currently conducting a randomized controlled trial to compare the effectiveness of 
standard CBT and ABBT for SAD.  Finally, it is possible that the novelty effect influenced the large effect 
sizes due to a high level of interest in using the innovative videoconferencing technology. 
Treatment delivered through Skype was very successful, as evidenced by the clinically significant 
reductions in psychopathology and improvements in quality of life.  This type of remote treatment appears 
to work just as well as in person treatment, despite the limitations of this format, and despite the presence 
of technical difficulties during sessions.  These findings suggest that individuals who are unable or 
unwilling to receive in person treatment for SAD can receive just as high quality of care using a remote 
internet-based modality. In this way, evidence-based treatments can become accessible to an extremely 
high percentage of the U.S. population. 
Processes of Change 
Defusion.   Defusion significantly increased from pre- to post-treatment, and furthermore, was 
found to be associated with reductions in social anxiety.  These results support the theory that increases in 
defusion mediate treatment outcome in ABBT.  As clients learn to gain distance from anxious thoughts and 
feelings, they experience less avoidance and social anxiety.  For example, the clients who can defuse from 
the thought “No one will like me” are less likely to believe the thought and more likely to engage in valued 
social behaviors despite the presence of such cognitions. 
Psychological Flexibility and Acceptance.  Psychological flexibility and acceptance significantly 
increased from pre- to post-treatment, and results revealed some support for the theory that increases in 
these factors mediate treatment outcome in ABBT.  The theory postulates that as individuals give up their 
attempts to control anxiety, recognize anxiety-related thoughts and feelings as natural human experiences, 
and reduce avoidance, they find that their social anxiety symptoms also decrease.  As individuals focus 
their efforts on engaging in valued behaviors despite the presence of distressing internal experiences, social 
anxiety symptoms decrease. 
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Safety behaviors.  Overall level of safety behaviors did not change from pre- to post-treatment.  
This is surprising given that this treatment protocol emphasized dropping safety behaviors.  It is possible 
that the concept of dropping safety behaviors was not as strongly emphasized as were the components of 
defusion, acceptance, and psychological flexibility.  Although a manualized treatment was used (ABBT for 
SAD; Herbert, et al., 2009), the protocol allowed for considerable flexibility in implementation in order to 
tailor treatment to specific clients.  It is also possible that safety behaviors are more difficult to identify, 
monitor, and eliminate via the videoconferencing modality.  Correlation analyses did reveal some limited 
support for the theory that decreases in safety behaviors mediate treatment outcome in ABBT.  Engaging in 
exposure while dropping safety behaviors can help individuals learn that they are capable of handling social 
situations without depending on these control techniques.    
 Awareness.  Overall level of awareness did not change from pre- to post-treatment.  Results did 
not provide consistent support that changes in awareness mediates treatment outcome in ABBT for SAD.  
This suggests that increase in awareness may not be necessary in the treatment of SAD with ABBT.  
Cardaciotto and colleagues (2008) found that higher levels of acceptance (a second component of 
mindfulness) is associated with less anxiety and depression, but that awareness is not always correlated 
with baseline psychopathology.  Furthermore, in some cases, increasing awareness of internal experiences 
may actually increase psychopathology (Ayduk, Mischel, & Downey, 2002; Mor & Winquist, 2002; 
Nolen-Hoeksema, 1991), and greater self-focused attention is associated with higher levels of social 
anxiety (Perowne & Mansell, 2003). 
Processes of Change Summary.  Correlation analyses provide potential support for the theories 
that defusion, acceptance, psychological flexibility, and safety behaviors are involved in the processes of 
change in ABBT for SAD.  This is congruent with the growing literature finding that these variables 
mediate treatment outcome in acceptance-based therapy (S. C. Hayes, Levin, Yadavaia, & Vilardaga, 
November 2007; S. C. Hayes, et al., 2006).  A limitation to correlation analyses is that change in social 
anxiety may occur more immediately after change in the hypothesized process variables.  In order to 
examine this possibility, session-by-session analyses of the relationship between mediators and outcome 
variables are needed.   
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Further research is needed to explore the roles of defusion, psychological flexibility, acceptance, 
awareness, and safety behaviors as mechanisms of change in acceptance-based CBT.  Depending on 
whether these variables mediate treatment outcome, adjusting treatment protocol to emphasize increasing 
or decreasing those attributes may result in better outcomes. 
Moderators of Treatment Outcome 
Analyses found that higher baseline levels of acceptance, psychological flexibility, and defusion 
were slightly associated with greater reductions in social anxiety.  Lower baseline levels of awareness and 
safety behaviors were slightly to moderately associated with greater reductions in social anxiety.  These 
patterns suggest that ABBT may work better for individuals who are initially higher in acceptance, 
psychological flexibility, and defusion, but lower in baseline awareness and safety behaviors.  Other recent 
research suggests that acceptance-based interventions may be more effective for individuals with higher 
levels of baseline acceptance, and that control-based interventions may be more effective for individuals 
with lower levels of baseline acceptance (Blacker, et al., 2009; Yuen, et al., 2008).  Choosing a treatment 
approach based on a specific client’s initial strengths or proclivities may therefore enhance treatment 
outcome.  For example, a client with an initial tendency toward acceptance may adopt the acceptance-based 
strategies more easily than a client with a greater initial tendency toward cognitive control.  Additional 
research needs to be conducted in this area in order to draw more definitive conclusions. 
Having more positive expectations of treatment after session 2 was also slightly associated with 
greater reductions in social anxiety.  This result underscores the importance of therapists fostering positive 
expectations for treatment outcome and gaining the client’s “buy in” when explaining the treatment 
rationale.  It is possible that treatment outcomes can be improved by having therapists emphasize treatment 
rationale and positive expectations at the beginning of treatment. 
Having a stronger working alliance between therapist and client was also associated with greater 
reductions in social anxiety.  This result suggests that treatment outcome may be improved by fostering 
working alliance, including agreement on goals for treatment, agreement on therapeutic tasks, and 
perception of therapeutic bond.  However, it is also possible that the relationship between working alliance 
and treatment outcome can be explained by treatment outcome influencing perceived working alliance.  
Strengths and Weaknesses 
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A major strength of this study is that it explored remote treatment delivery through an easily 
accessible and free application that could be downloaded and installed on a personal computer, and allowed 
the long-distance delivery of state-of-the-art treatment to individuals with SAD.  Remote treatments have 
the potential to provide effective treatments to individuals who are unwilling to see a therapist in person 
due to the severity of their social anxiety symptoms. 
Participants in the Skype study had higher baseline social anxiety symptoms (see Table 16) 
compared to other studies which only enrolled individuals with generalized SAD (Dalrymple & Herbert, 
2007; Davidson, et al., 2004), as well as studies which enrolled individuals with a mixture of generalized 
and non-generalized SAD (Heimberg, et al., 1998; Otto, et al., 2000). This suggests that individuals with 
more severe symptoms may be more willing to seek treatment online than in person.  A number of 
individuals with SAD do not seek treatment because they fear social interactions.  Seeking treatment may 
involve making a phone call to set up the initial appointment, leaving one’s home and traveling to the 
therapist’s office, sitting in the waiting area (possibly with other patients), and then speaking to the 
therapist who is initially a stranger.  This process may appear overwhelming for individuals with severe 
symptoms whereby the very nature of their disorder leads them to stay inside their homes for the majority 
of the time in order to avoid observation by others.  Remote treatment removes some of these barriers, 
because individuals with SAD may be more willing to speak to a therapist from inside the security of their 
own home. 
In addition, a substantial proportion of people living in the United States do not live in areas where 
therapists trained in CBT for SAD are conveniently accessible.  Most CBT therapists live in metropolitan 
areas, leaving a large number of individuals with SAD without access to effective treatment.  Furthermore, 
even individuals living in metropolitan areas may find that accessing appropriate care is difficult due to 
transportation barriers and busy schedules.  For all individuals, regardless of geographic location, remote 
treatments provide convent access to a therapist, as well as access to the specific therapist of their choice, 
thereby improving quality of service.  All participants in the present study lived in metropolitan areas of the 
United States, however 29% reported that geographic limitations was a reason for not seeking treatment for 
SAD in the past.  Furthermore, although 96% had received mental health services for anxiety or depression, 
only 33% reported ever receiving a form of CBT, and only 28% reported receiving treatment specifically 
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for SAD.  The present treatment program reached individuals that otherwise may not have received 
evidence-based treatment for SAD.  Remote internet-based treatments using videoconferencing technology 
is an alternative option for individuals with access to a computer and high-speed internet, and a way to 
increase accessibility to evidence-based treatments, as well as quality of service, no matter the geographic 
region of the individual.  
The majority of clients reported that setting up and using Skype was easy to learn.  Participants 
had the convenience of receiving treatment through Skype while located in their own homes.  Furthermore, 
some of the participants occasionally received treatment while located at their work office, inside a parked 
car outside their work office, at a public library with a private conference room, or at a hotel (sometimes in 
another country) because they were traveling.  Remote treatment in general also saves individuals the time 
and monetary cost of traveling to and from a therapy office.  A large number of Americans already own 
computers and pay for Internet and/or telephone services, leading to minimal additional expenses for the 
required technology.  Seventy-six percent of adult Americans already own a computer (Zickuhr, 2011), and 
a web-camera, if not already built-in, can be purchased cheaply.  Moreover, many Internet-based 
communication programs can be downloaded onto a personal computer for free or for a small fee.  
Individuals who are unable to afford basic Internet and/or telephone services may have the option of going 
to a family member or friend’s home to use the technology, or to a public library, some of which have 
private conference rooms with Internet-connected computers that can be reserved. 
Another major advantage of videoconferencing therapy is that it allows for the exchange of non-
verbal communication between client and therapist compared to telephone, website-based, or virtual 
environment-based treatment.  This research group conducted a remote treatment study for SAD in an 
online virtual world environment where therapists, clients, and role-players were represented by avatars 
(Yuen, et al., 2009).  Although effect sizes were large and participants rated this treatment as acceptable, 
both patients and therapists complained about the lack of visual facial cues, which led to the decision to 
utilize Skype in the present study.  Non-verbal communication may enhance the therapeutic relationship, 
allowing the therapist to observe whether the client is confused or preparing to say something during 
moments of silence, and provide opportunity for the therapist to assess the client’s social skills.  Another 
major advantage of videoconferencing therapy is the opportunity to conduct exposure exercises whereby 
 46 
the clients can see the confederate role players and vice versa.  Viewing the role players’ facial expressions 
is anxiety-provoking social stimuli for the clients, which is conducive to the exposure exercises.  The 
clients can be exposed to both friendly and unfriendly real-life facial expressions as they practice coping 
with anxiety during social interactions.  Knowing that their own facial expressions and body language are 
being observed by others may induce additional anxiety in the clients during the exposure exercises.  
Furthermore, the therapist can provide feedback on eye contact, posture, and facial expressions, and clients 
have the opportunity to practice these nonverbal social skills.  However, it is possible that some clients with 
the most severe SAD may be unwilling to communicate through videoconferencing, but be willing to 
receive treatment through the telephone or a website. 
 A major disadvantage to the treatment delivered through Skype was that in-session exposure 
exercises were limited to scenarios that could easily be completed through videoconferencing.  The 
therapist and client were not able to do in-session exposures on the street or at a specific location related to 
the client’s fears.  However, this limitation was tempered by the variety of in-session exposure exercises 
that therapists employed (conversations with confederate role players, giving a speech, making telephone 
calls, etc.) and the assignment of a wide range of exposure exercises in outside locations for homework. 
Another disadvantage was the limited view of the clients’ body language and facial expressions.  
For most of the sessions, the therapist could only see the face and top part of the client’s torso, preventing 
the therapist from seeing body language expressed with other parts of the client’s body, such as fidgeting 
and posture.  Depending on the video quality, the therapist may not have been able to view subtle facial 
expressions.  Also, because the clients were looking directly at the therapist / role players’ faces on the 
computer screen, as opposed to at the web camera, it was often difficult for therapists to ascertain level of 
eye contact.  To assist therapists in better assessing eye contact, clients should be asked to position their 
webcam as close as possible to the image of the therapist’s face on their computer screen.  However 
repositioning the webcam may not be possible for clients who are using a webcam that is built into their 
computer. 
In general, most clients reported feeling anxious during role plays, which is necessary for exposure 
exercises to be effective.  However, a number of clients reported that interacting with role players remotely 
through videoconferencing, as opposed to in person, made the role plays feel less realistic, and thus they 
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were somewhat less engaged than they might have been otherwise. 
One major way in which the current study’s intervention may be improved is to increase emphasis 
on the initial technical training of therapists and clients, with a particular focus on how to troubleshoot 
technical difficulties.  Better training upfront can reduce the number and severity of technical difficulties 
that occur during session, as well as reduce the time required to fix the problems.  In addition, clinicians 
should ensure that clients have access to the required technical equipment before beginning the 
intervention.   A second major way in which the intervention may be improved is to have clients venture 
outside of their homes during in-session exposures.  For example, clients with a smart phone can engage in 
exposures in the real world (e.g., store) while still connected to their therapist through a videoconferencing 
application on their phone.  In this way, therapists can provide real-time encouragement and feedback. 
Implications 
Despite the commonly encountered technical problems during treatment, significant improvements 
in social anxiety, depression, disability, and quality of life did occur.  Delivering CBT for SAD through the 
online medium of Skype appears to be both efficacious and feasible.  Most individuals with SAD do not 
receive treatment, in many cases because they fear the social situations that they would be exposed to in the 
process of obtaining treatment.  Those who do receive treatment only rarely receive an empirically-
supported exposure-based treatment.  The distribution of CBT therapists is highly concentrated around 
metropolitan areas, leaving a notable portion of the country without convenient access to a therapist 
specializing in exposure-based CBT for SAD.    Remote interventions, such as through Skype, could 
potentially make exposure-based CBT available to individuals who otherwise would not have access to a 
competent CBT therapist, and to individuals unwilling to seek in-person treatment due to the severity of 
their social anxiety.  Even individuals who do live in metropolitan areas may have difficulties traveling to a 
therapist, and may prefer remote treatment due to convenience and to have the ability to work with a 
therapist of their choice who specializes in their area of need.  
Licensure Issues 
The issue of therapist licensure for treating patients remotely across state lines is currently 
ambiguous.  For example, there are few guidelines that either explicitly allow or explicitly prohibit a 
therapist licensed in one state to treat a client physically located in another state.  The American 
 48 
Psychological Association has not yet released formal rules surrounding the practice of online therapy.  A 
recent survey (Herbert, Goetter, & Forman, in preparation), reveals that only 22 of the 50 states have legal 
statutes specifically focusing on telehealth, and only three states (California, Kentucky, and Vermont) have 
laws that apply to psychologists specifically (APA, 2010).  Some states have provisions allowing out-of-
state psychologists to practice in the state on a limited basis (Maryland, Alaska, Arizona, Georgia, 
Wisconsin, Minnesota) (APA, 2010).  
Given the ambiguity surrounding licensure and practice across state lines, several 
recommendations are that: (1) therapists should check with their own state’s licensure board about rules 
concerning remote treatment for patients physically located out of state;  (2) therapists should check with 
the licensure board of the potential client’s state about rules concerning remote treatment across state lines; 
(3)  if treating a patient physically located in another state, the therapist should identify emergency back-up 
numbers (e.g., the local community mental health center, hospital, and police station) for each patient 
before commencing treatment. 
Informed Consent and Security 
Through the informed consent process, prospective clients are informed about and agree to the 
features, risks, and benefits of the offered service (Midkiff & Wyatt, 2008).  Note that it is important to 
inform clients of the user policies of any third-party applications utilized for delivery.  For instance, 
Skype’s current user policy allows Skype to collect profile information (e.g., location, electronic 
identification data (e.g., cookies, IP addresses), and technical information (e.g., bandwith) for customer 
service and quality improvement purposes. Patients who participate in treatment through Skype should be 
made aware that their personal information is collected by Skype and may be shared with Skype’s group 
companies, carriers, and partner service providers. 
Future Directions 
Based on the therapists’ and participants’ experiences using Skype in this study, our research 
group has several recommendations for future therapy programs utilizing videoconferencing (see Table 16 
for key recommendations). 
The term “presence” refers to how realistic the videoconferencing environment is in mimicking 
real-life social interactions during conversation with the therapist and during in-session exposures.  
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Although presence was not measured in this study, it is possible that increasing presence may result in 
better treatment outcomes.  Potential ways to increase presence include: establishing a high-quality internet 
connection and using adequate hardware (computers, webcams) to improve visual and audio quality; 
placing the therapist’s webcam close to the visual image of the client’s face on the computer screen (so that 
it appears to the client that the therapist is making eye contact); and conducting role plays with a variety of 
well-trained confederates who are able to speak and act in a manner congruent with real-life social 
situations that trigger social anxiety. 
In-session exposure exercises in the present study were limited to controlled social situations with 
confederate role players.  However, future in-session exposures could involve the clients bringing their 
laptops (or mobile phones with Skype videoconferencing capability) to public locations and initiating social 
interactions with non-confederate real-life people with the therapist observing.  This is analogous to in-
person therapy sessions during which a client and therapist may step outside the therapy room and engage 
in social activities such as initiating conversation with a random stranger.  Therapists can also speak to 
clients on mobile phones without Skype videoconferencing capability, in order to guide “outside” 
exposures where connection to Skype is unavailable. 
Another interesting note is that the majority of participants in this study were male (75%) whereas 
the distribution of gender is more evenly split (47% male) for participants of this research group’s in person 
SAD clinic (Dalrymple & Herbert, 2007).  Other in person treatment studies for SAD have also reported a 
more even gender split in participants, e.g., 43% male (Herbert, et al., 2005), 50% male (Heimberg, et al., 
1998), 53% male (Davidson, et al., 2004), 56% male (Herbert, Rheingold, Gaudiano, & Myers, 2004) and 
60% male (Otto, et al., 2000).  It is possible that adult males are more willing to seek treatment online as 
opposed to in person, and/or that adult women are less willing to seek treatment online compared to men.  
It should be noted that there was a rather even gender split in the study delivering online treatment for SAD 
through Second Life, for which 43% of the participants were men (Yuen, et al., 2009).  Perhaps there is 
something specifically about the online videoconferencing modality that leads to a greater proportion of 
men compared to women seeking the treatment; for example, willingness to incorporate video technology 
into treatment, and willingness to have their faces be seen on the computer screen by the therapist and role-
players.  It is also possible that women prefer to seek in-person treatment compared to online treatment if 
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in-person treatment is an option.  Erwin and colleagues (2004) found that women do utilize the internet to 
learn more about the treatment of SAD.  They collected surveys from online visitors to the Anxiety Clinic 
of Temple University (AACT) website and the Anxiety Disorders Association of America website 
(www.adaa.org), and reported that 67% of the survey respondents were female.  Further exploration of 
these areas is required.   
 As technology advances and becomes increasingly more accessible to the public, additional 
opportunities for remote treatment will emerge.  For example, treatment delivery through mobile handheld 
videoconferencing devices may one day be a viable option, allowing clients to receive therapy in any 
location within a Wi-Fi or cellular network.  These technological advances may be an important key to 
increasing dissemination of empirically supported treatments to those in need. 
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Table 1. Distribution of CBT Therapists in the United States (August, 2008) 
 
State 
Cities/Towns of 
ABCT Therapists 
who specialize in 
SAD 
# of ABCT 
Therapists  
who 
specialize 
in SAD1 
Cities/Towns of 
certified 
Academy of 
Cognitive 
Therapy 
Therapists 
(specializations 
unknown) 
# of certified 
Academy of 
Cognitive 
Therapy 
Therapists 
(specializatio
ns unknown) 
2 
Populatio
n 
Estimate 
(2007)4 
Estimated 
# people 
with SAD 
within 12-
month 
period5 
Metr
o 
Area
3 
Non-
Metr
o 
Area 
Metr
o 
Area
3 
Non-
Metro 
Area 
Alabama  0 0 Birmingham 
Tuscaloosa 
2 0 
4,627,851 314,694 
Alaska  0 0  0 0 683,478 46,477 
Arizona Phoenix 
Tucson 
2 0 Chandler 
Phoenix 
Scottsdale 
Sun City 
5 0 
6,338,755 431,035 
Arkansas Fayetteville 1 0 Fayetteville 1 0 2,834,797 192,766 
California Albany 
Beverly Hills 
Calabasas 
Del Mar 
La Jolla 
Los Altos 
Los Angeles 
Milpitas 
Oakland 
Palo Alto 
Rancho Cucamonga 
Sacramento 
San Diego 
San Francisco 
San Jose 
San Luis Obispo 
San Ramon 
Santa Monica 
Santa Rosa 
Sunnyvale 
Torrance 
Woodland Hills 
29 0 Alameda 
Berkeley 
Beverly Hills 
Boulder 
Brea 
Burbank 
Calabasas  
Carlsbad 
Castle Rock 
Corte Madera 
Costa Mesa 
Denver 
Downey 
El Dorado Hills 
Encino 
Fremont 
Fullerton 
Glendale 
Huntington 
Beach 
Irvine 
La Jolla 
Lake Forest 
Larkspur 
Long Beach 
Los Alamitos 
Los Altos 
Los Angeles 
Madison 
Monterey 
73 0 
36,553,21
5 2,485,619 
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New Haven 
Newport Beach 
Oakland 
Orange 
Orinda 
Palo Alto 
Sacramento 
San Diego 
San Fernando 
San Jose 
San Mateo 
Santa Barbara 
Santa Monica 
Stanford 
Torrance 
Ventura 
Westport 
Colorado Denver 2 0 Boulder 
Castle Rock 
Denver 
2 0 
4,861,515 330,583 
Connecticut Avon 
Hartford 
New Haven 
Shelton 
Westport 
5 0 Madison 
New Haven 
Westport 
4 0 
3,502,309 238,157 
Delaware  0 0  0 0 864,764 58,804 
District of 
Columbia 
District of Columbia 4 0 District of 
Columbia 
9 0 
588,292 40,004 
Florida Aventura 
Boca Raton 
Fort Lauderdale 
Hollywood 
Tampa 
5 0 Boca Raton 
Coral Gables 
Jacksonville 
South Miami 
4 0 
18,251,24
3 1,241,085 
Georgia Decatur 
Johns Creek 
Jonesboro 
Rome 
5 0 Atlanta 
Waycross 
2 1 
9,544,750 649,043 
Hawaii Honolulu 1 0  0 0 1,283,388 87,270 
Idaho  0 0  0 0 1,499,402 101,959 
Illinois Chicago 
Evanston 
Lisle 
Northbrook 
Peoria 
Rolling Meadows 
DeKalb 
9 0 Arlington Hts. 
Buffalo Grove 
Chicago 
Downers Grove 
Evanston 
Glenview 
Northbrook 
Park Ridge 
16 0 
12,852,54
8 873,973 
Indiana  0 0 Fort Wayne 
Indianapolis 
Scottsburg 
2 1 
6,345,289 431,480 
Iowa Windsor Heights 1 0 Iowa City 2 0 2,988,046 203,187 
Kansas Overland Park 
Topeka 
2 0  0 0 
2,775,997 188,768 
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Kentucky Louisville 1 0 Hazard 
Henderson 
Louisville 
Morganfield 
Richmond 
Shelbyville 
11 4 
4,241,474 288,420 
Louisiana Kenner 1 0  0 0 4,293,204 291,938 
Maine Portland 
Raymond 
4 0 Augusta 
Portland 
South Portland 
2 1 
1,317,207 89,570 
Massachusetts Bellingham 
Belmont 
Boston 
Newburyport 
Wellesley 
Worcester 
8 0 Amesbury 
Arlington 
Belmont 
Boston 
Brookline 
Cambridge 
Medford 
Newton 
Newton Centre 
Northampton 
Northboro 
Springfield 
Wellesley 
Worcester 
28 0 
6,449,755 438,583 
Maryland Rockville 
Towson 
3 0 Bethesda 
Baltimore 
Catonsville 
Chevy Chase 
College Park 
Lutherville 
Potomac 
Silver Spring 
13 0 
5,618,344 382,047 
Michican Ann Arbor 
Farmington Hills 
Kalamazoo 
Ypsilanti 
5 0 Ann Arbor 
Battle Creek 
Beton Harbor 
Birmingham 
Bloomfield 
Clinton 
Township 
Coldwater 
Dearborn 
Detroit  
Franklin 
Grand Rapids 
Hastings 
Kalamazoo 
Marshall 
Troy 
36 0 
10,071,82
2 684,884 
Minnesota Minneapolis 
Bloomington 
4 0 Bloomington 
Minneapolis 
2 0 
5,197,621 353,438 
Mississippi  0 0 Tupelo 0 1 2,918,785 198,477 
Missouri Columbia 1 0 St. Louis 5 0 5,878,415 399,732 
Montana  0 0 Glendive 
Missoula 
1 1 
957,861 65,135 
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Nebraska  0 0 Lincoln 1 0 1,774,571 120,671 
Nevada  0 0 Las Vegas 1 0 2,565,382 174,446 
New Hampshire Lebanon 
Manchester 
3 0 Exeter 
Lebanon 
2 2 
1,315,828 89,476 
New Jersey East Brunswick 
Piscataway 
Rochelle Park 
Roseland 
Skillman 
Somerset 
7 0 Berkeley 
Heights 
Bridgeton 
Cherry Hill 
Fort Dix 
Metuchen 
Montclair 
Piscataway 
Princeton 
Ridgewood 
Rochelle Park 
Sprinfield 
Stratford 
Wayne 
16 0 
8,685,920 590,643 
New Mexico  0 0 Albuquerque 
Corrales 
6 0 
1,969,915 133,954 
New York Albany 
Bronx 
Great Neck 
Huntington 
Jamaica 
New York City 
Nyack 
Roslyn Heights 
Scarsdale 
Stony Brook 
Tarrytown 
Valhalla 
27 0 Albany 
Barryville 
Bronx 
Brooklyn 
Dobbs Ferry 
Elmira 
Essex 
Great Neck 
Harrison 
Huntington 
Ithaca 
Mount Kisco 
New York 
Nyack 
Pomona 
Rochester 
Scarsdale 
South Setauket 
Staten Island 
Upper Nyack 
White Plains 
Woodbury 
52 2 
19,297,72
9 1,312,246 
North Carolina Asheville 
Chapel Hill 
Charlotte 
Concord 
Durham 
6 0 Asheville 
Chapel Hill 
Charlotte 
Durham 
Greensboro 
Raleigh 
Winston-Salem 
10 0 
9,061,032 616,150 
North Dakota West Fargo 1 0 Fargo 1 0 639,715 43,501 
Ohio  0 0 Beachwood 
Cincinnati 
Cleveland 
Columbus 
9 0 
11,466,91
7 779,750 
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Mason 
N. Olmsted 
Worthington 
Oklahoma  0 0 Stillwater 
Tulsa 
3 0 
3,617,316 245,977 
Oregon Corvallis 1 0 Eugene 
Newberg 
Portland 
Princeville 
3 1 
3,747,455 254,827 
Pennsylvania Abington 
Bethlehem 
Downingtown 
Newtown 
Philadelphia 
Plymouth Meeting 
Wayne 
11 0 Allentown 
Audubon 
Bala Cynwyd 
Bryn Mawr 
Chadds Ford 
Glenside 
Hershey 
Jenkintown 
King of Prussia 
Lansdale 
Malvern 
Media 
New Hope 
New 
Kensington 
Philadelphia 
Pittsburgh 
Sewickley 
Swarthmore 
Warminster 
Washington 
Wayne 
Wynnewood 
York 
55 0 
12,432,79
2 845,430 
Rhode Island North Kingstown 
Providence 
2 0 Kingstown 
Providence 
3 0 
1,057,832 71,933 
South Carolina Columbia 1 0 Charleston 
Greenville 
Myrtle Beach 
3 0 
4,407,709 299,724 
South Dakota  0 0  0 0 796,214 54,143 
Tennessee Nashville 1 0 Memphis 
Nashville 
8 0 
6,156,719 418,657 
Texas Dallas 1 0 Arlington 
Austin 
Bellaire 
Colleyville 
Corpus Christi 
Dallas 
Denton 
Houston 
Irving 
Lewisville 
Lubbock 
Richardson 
Waco 
22 0 
23,904,38
0 1,625,498 
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Utah  0 0 Provo 
Salt Lake City 
3 0 
2,645,330 179,882 
Vermont South Burlington 1 0 St. Johnsburg 0 1 621,254 42,245 
Virginia Alexandria 
Fredericksburg 
Reston 
4 0 Alexandria 
Alexandria 
Ashburn 
Blacksburg 
Burke 
Charlottesville 
Charlottesville 
Fairfax 
McLean 
Norfolk 
Reston 
Sterling 
Woodbridge 
12 0 
7,712,091 524,422 
Washington Bellingham 
Seattle 
6 0 Redmond 
Seattle 
1 0 
6,468,424 439,853 
West Virginia  0 0 Charleston 
Wheeling 
2 0 
1,812,035 123,218 
Wisconsin Mequon 
Oconomowoc 
2 0 Milwaukee 
Wauwatosa 
4 0 
5,601,640 380,912 
Wyoming Laramie 0 1  0 0 522,830 35,552 
Total  
167 1  442 15 301,621,1
57 20,510,239 
 
 
 
1. Defined as therapists in the ABCT referral directory who listed treatment of SAD as an 
available service (2008) 
2. Defined as therapists in the Academy of Cognitive Therapy referral directory of certified 
cognitive therapists (Academy of Cognitive Therapy, 2009) 
3. The U.S. Office of Management and Budget (U. S. Office of Management and Budget, 2008) 
maintains a list of metropolitan areas and defines a metropolitan area as an urbanized area 
containing a population of 50,000 or more, and includes nearby counties.  Approximately 20% of 
Americans live in a non-metropolitan area; 30% live in the central city of a metropolitan area; 
50% live in a metropolitan area but not in a central city (U.S. Census Bureau, 2000). 
4. State population estimates based on U.S. Census Bureau (2007) 
5. Estimated number of people with SAD based on population estimates from the U. S. Census 
Bureau (2007) and the 12-month prevalence rate of 6.8% from the 2001-2003 National 
Comorbidity Survey Replication (NCS-R; Kessler, Chiu, et al., 2005) 
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Table 2. Demographic Data 
  Percentage   
  (n = 24)   
Gender   
  Male 75% (18)  
  Female 25% (6)  
   
Ethnicity   
  Caucasian 75% (18)  
  Asian 8% (2)  
  African American 4% (1)  
  Hispanic 4% (1)  
   
Education   
  Some high school 4% (1)  
  GED 4% (1)  
  High school diploma 4% (1)  
  Some college 25% (6)  
  College Degree 42% (10)  
  Graduate Degree 21% (5)  
   
Employment   
  Unemployed 38% (9)  
  Part-time 12% (3)  
  Full-time 46% (11)  
  Student 4% (1)  
   
Student Status   
Part-time 13% (3)  
Full-time 4% (4)  
Non student 83% (20)  
   
Marital Status   
  Single 46% (11)  
  Married 46% (11)  
  Other 8% (2)  
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Table 3. Means, Standard Deviations, and Effect Sizes 
 ITT Completer 
 M SD ES 
t-test (pre- to 
post-tx) 
Wilcoxon 
Signed Ranks 
Test (pre- to 
post-tx) M SD ES 
SPAI-SP         
Baseline 141.11 25.23    145.36 25.25  
Pre-treatment 138.57 25.96    143.02 26.23  
Mid-treatment 114.33 24.05    115.05 26.11  
Post-treatment 93.48 28.76 1.74 5.80 (p<.001) -3.98 (p<.001) 90.91 30.12 1.99 
LSAS-Total         
Baseline 80.25 21.53    84.00 21.56  
Pre-treatment 80.42 23.32    84.70 23.11  
Mid-treatment 66.71 21.66    68.60 23.08  
Post-treatment 51.38 20.65 1.25 5.65 (p<.001) -3.95 (p<.001) 50.05 22.25 1.50 
LSAS-Fear         
Baseline 42.08 9.63    43.60 9.81  
Pre-treatment 42.17 10.68    43.95 10.59  
Mid-treatment 36.79 10.13    37.50 10.72  
Post-treatment 29.71 11.28 1.17 5.07 (p<.001) -3.50 (p<.001) 28.95 12.05 1.42 
LSAS-
Avoidance         
Baseline 38.17 12.43    40.40 12.26  
Pre-treatment 38.25 13.31    40.75 13.11  
Mid-treatment 29.92 12.62    31.10 13.50  
Post-treatment 21.67 10.54 1.25 5.56 (p<.001) -3.98 (p<.001) 21.10 11.43 1.50 
Brief-FNE         
Baseline 51.17 7.31    52.05 6.85  
Pre-treatment 50.21 8.99    50.80 9.16  
Mid-treatment 46.42 7.20    46.75 6.32  
Post-treatment 40.29 8.58 1.10 4.69 (p<.001)  39.50 7.74 1.23 
BDI         
Baseline 16.58 12.01    16.45 12.45  
Pre-treatment 15.92 11.33    15.05 11.49  
Mid-treatment 10.63 10.12    9.05 8.83  
Post-treatment 8.25 9.34 0.68 3.44 (p=.002 -2.99 (p=.003) 5.85 7.10 0.80 
CGI-Severity         
Baseline 4.54 0.72    4.60 0.75  
Mid-treatment 4.17 0.96    4.20 1.01  
Post-treatment 3.04 1.12 2.08 7.19 (p<.001) -3.89 (p<.001) 2.85 1.09 2.32 
QOLI         
Baseline -0.32 1.91    -0.44 2.00  
Pre-treatment -0.09 1.97    -0.10 2.08  
Mid-treatment 0.24 1.66    0.26 1.70  
Post-treatment 0.75 1.76 0.43 -2.46 (p=.024) -2.15 (p=.032 0.91 1.81 0.49 
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SDS-Total         
Baseline 21.38 6.15    22.30 6.05  
Pre-treatment 21.71 5.33    22.40 5.25  
Mid-treatment 14.21 7.16    13.60 7.26  
Post-treatment 10.63 7.76 2.08 6.53 (p<.001) 6.53 (p<.001) 9.20 7.40 2.52 
SDS-Work         
Baseline 7.38 2.43    7.50 2.52  
Pre-treatment 7.75 1.80    7.80 1.91  
Mid-treatment 5.25 2.61    4.90 2.59  
Post-treatment 4.21 3.05 1.97 5.74 (p<.001) -3.73 (p<.001) 3.60 2.91 2.20 
SDS-Social         
Baseline 8.13 2.05    8.65 1.76  
Pre-treatment 8.25 1.65    8.70 1.30  
Mid-treatment 5.17 2.63    5.10 2.77  
Post-treatment 3.88 2.49 2.65 7.78 (p<.001)  3.55 2.48 3.96 
SDS-Family         
Baseline 5.88 3.17    6.15 3.27  
Pre-treatment 5.71 2.94    5.90 2.99  
Mid-treatment 3.79 2.83    3.60 2.85  
Post-treatment 2.54 2.57 1.08 5.08 (p<.001) -3.56 (p<.001) 2.05 2.35 1.29 
PHLMS-
Acceptance         
Baseline 26.88 9.21    27.00 9.10  
Pre-treatment 27.58 8.95    27.85 9.39  
Mid-treatment 30.38 8.46    30.70 8.21  
Post-treatment 32.13 7.83 0.51 -3.85 (p=.001)  32.90 7.38 0.54 
PHLMS-
Awareness         
Baseline 33.38 6.80    33.50 7.05  
Pre-treatment 32.75 6.80    32.90 7.22  
Mid-treatment 32.38 5.51    32.65 5.69  
Post-treatment 33.00 5.22 0.04 -0.24 (p=.82)  33.15 5.38 0.03 
AAQ-II         
Baseline 37.38 12.15    36.85 13.04  
Pre-treatment 37.42 13.68    36.55 14.76  
Mid-treatment 42.75 10.80    42.75 11.54  
Post-treatment 45.88 10.81 0.62 -3.27 (p=.003)  46.80 11.55 0.69 
DDS         
Baseline 20.21 7.11    18.70 5.91  
Pre-treatment 22.43 8.02    22.37 8.69  
Mid-treatment 26.08 8.77    26.10 9.04  
Post-treatment 30.04 10.65 0.95 -2.92 (p=.008)  31.15 11.13 1.01 
SBQ         
Baseline 38.42 4.14    38.21 4.10  
Pre-treatment 39.25 4.13    39.30 4.50  
Mid-treatment 37.92 3.16    37.65 3.34  
Post-treatment 39.79 2.87 0.13 -0.56 (p=.58)  40.00 3.04 0.16 
WAI-Total         
Session 2 5.22 .42    5.25 .40  
Mid-treatment 5.50 .65    5.52 .66  
Post-treatment 5.70 .69 1.14 -3.43 (p=.003)  5.80 .55 1.38 
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WAI-Task         
Session 2 5.64 .76    5.68 .76  
Mid-treatment 5.59 ,77    5.62 .78  
Post-treatment 5.73 .90 0.12 -0.43 (p=.672)  5.88 .60 0.26 
WAI-Bond         
Session 2 5.88 .74    5.90 .70  
Mid-treatment 4.90 .85    4.90 .87  
Post-treatment 5.27 .79 .82 3.34 (p=.003)  5.32 .78 0.83 
WAI-Goal         
Session 2 4.15 .44    4.16 .45  
Mid-treatment 6.01 .67    6.05 .67  
Post-treatment 6.11 .61 4.45 -10.7 (p=.000)  6.19 .50 4.51 
SISST-Positive         
Pre-treatment 31.88 7.27       
Post-treatment 41.29 10.35 1.30 -3.73 (p=.001)     
SISST-Negative         
Pre-treatment 54.58 10.76       
Post-treatment 35.38 12.53 1.79 7.33 (p<.001)     
Self-reported 
pre SUDS         
Pre-treatment 47.86 19.14       
Post-treatment 35.19 15.26 0.66 4.28 (p<.001)     
Self-reported 
Post SUDS         
Pre-treatment 57.35 17.29       
Post-treatment 40.04 16.88 1.00 5.52 (p<.001)     
Self-reported 
peak SUDS         
Pre-treatment 64.44 17.71       
Post-treatment 48.47 17.88 0.90 5.66 (p<.001)     
Clinician-rated 
verbal skills         
Pre-treatment 3.35 1.06       
Post-treatment 4.28 0.85 0.89 -5.14 (p<.001) -3.39 (p=.001)    
Clinician-rated 
nonverbal skills         
Pre-treatment 3.34 0.93       
Post-treatment 4.02 0.77 0.73 -4.55 (p<.001)     
Clinician-rated 
paralinguistic 
skills 
        
Pre-treatment 3.28 0.96       
Post-treatment 3.78 0.87 0.53 -4.07 (p=.001) -3.12 (p=.002)    
Clinician-rated 
overall social 
skills 
        
Pre-treatment 3.39 1.14       
Post-treatment 4.20 0.91 0.71 -4.14 (p<.001)     
Clinician-rated 
appearance of 
anxiety 
        
Pre-treatment 5.28 2.27       
 61 
 
 
  
Post-treatment 3.58 2.27 0.75 4.32 (p<.001)     
Self-reported 
performance 
rating 
        
Pre-treatment 2.40 0.78       
Post-treatment 3.19 0.71 1.01 -3.99 (p=.001)     
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Table 4.  Reasons for not seeking treatment 
Satisfaction Reason 
Unsure of where to go for help   54% 
Financial Limitations 46% 
Lack of Time 33% 
Belief that can handle situation on own 33% 
Geographical Limitations (no suitable mental 
health professionals nearby) 
29% 
Belief that treatment will not help 25% 
Afraid of what family or friends might think or say 17% 
Lack of Transportation 13% 
Afraid of what therapist or doctor might think or 
say 
8% 
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Table 5.  Satisfaction with Treatment and Therapist 
Satisfaction Treatment Therapist 
Completely Satisfied 47.6% 86% 
Mostly Satisfied 47.6% 14% 
Neutral 4.8% 0% 
Somewhat Satisfied 0% 0% 
Not at all Satisfied 0% 0% 
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Table 6.  Self-Report Treatment Effectiveness  
Agreement 
"This treatment has 
decreased my fears in 
social situations" 
"This treatment has 
decreased my avoidance of 
social situations" 
Strongly Agree 38% 43% 
Agree 52% 48% 
Neutral 10% 9% 
Disagree 0% 0% 
Strongly Disagree 0% 0% 
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Table 7. Future Expectations of Symptom Severity 
Predicted Severity 
How severe do you expect 
your fears and avoidance 
to be one year from now? 
How severe do you expect 
your fears and avoidance 
to be five years from 
now? 
Not at all Severe 33% 71% 
Somewhat Severe 38% 19% 
Neutral 19% 5% 
Fairly Severe 10% 5% 
Very Severe 0% 0% 
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Table 8. Difficulty of Receiving Treatment Through Skype 
Difficulty Percentage of Participants 
Very easy 33% 
Fairly easy 62% 
Neutral 5% 
Fairly difficult 0% 
Very difficult 0% 
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Table 9. Severity of Technical Difficulties 
Severity All Sessions 
First 10% of 
sessions 
Last 90% of 
sessions 
No technical difficulties 46% 30% 48% 
Insignificant (quality of 
session not affected) 
15% 15% 15% 
Minor (quality of 
session minorly 
affected 
26% 41% 25% 
Moderate (quality of 
session moderately 
affected) 
8% 7% 8% 
Major (quality of 
session majorly 
affected) 
3% 0% 4% 
Severe (could not 
complete session) 
2% 7% 1% 
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Table 10. Types of Technical Difficulties Encountered 
Technical Difficulty Percentage of Sessions 
  
Sound quality (e.g., choppy, soft, 
echoing, delay) 
30% 
Video quality (e.g., choppy, 
blurry, freezing, delayed) 
27% 
Dropped or frozen Skype call 6% 
Unable to see video 5% 
Unable to hear sound 3% 
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Table 11. Correlation between technical difficulties and pre- to post-treatment residual gain in 
social anxiety symptoms. 
  SPAI-SP LSAS-Total Brief FNE 
Technical 
Difficulties .16 (p=.46) .16 (p=.46) .54 (p=.01) 
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Table 12. Bivariate correlations between pre- to mid-treatment residual gain of hypothesized 
process variables and mid- to post-treatment residual gain in social anxiety level 
  SPAI-SP LSAS-Total Brief FNE 
PHLMS-Acceptance .31 (p=.16) -.02 (p=.93) -.17 (p=.43) 
PHLMS-Awareness .07 (p=.75) .19 (p=.37) .19 (p=.37) 
AAQ-II .09 (p=.67) .02 (p=.92) .03 (p=.89) 
DDS -.46 (p=.03) -.34 (p=.12) -.31 (p=.16) 
SBQ .29 (p=.17) .40 (p=.05) .13 (p=.32) 
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Table 13. Partial correlations between pre- to mid-treatment residual gain of hypothesized process 
variables and mid- to post-treatment residual gain in social anxiety level, controlling for pre- to 
mid-treatment residual gain in social anxiety level. 
  SPAI-SP LSAS-Total Brief FNE 
PHLMS-Acceptance .31 (p=.16) .18 (p=.41) -.08 (p=.71) 
PHLMS-Awareness .07 (p=.75) .06 (p=.80) .09 (p=.67) 
AAQ-II .31 (p=.15) .29 (p=.18) .13 (p=.57) 
DDS -.41 (p=.06) -.13 (p=.56) -.27 (p=.23) 
SBQ .23 (p=.30) .25 (p=.24) .29 (p=.18) 
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Table 14. Correlations between pre- to post-treatment residual gain of hypothesized process 
variables and pre- to post-treatment residual gain in social anxiety level 
  SPAI-SP LSAS-Total Brief FNE 
PHLMS-Acceptance -.22 (p=.30) -.27 (p=.21) -.41 (p=.04) 
PHLMS-Awareness -.48 (p=.02) -.24 (p=.25) -.15 (p=.48) 
AAQ-II -.39 (p=.06) -.24 (p=.26) -.30 (p=.15) 
DDS -.71 (p<.01) -.65 (p<.01) -.66 (p<.01) 
SBQ .12 (p=.58) .31 (p=.14) .32 (p=.13) 
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Table 15. Correlations between hypothesized predictors (at baseline) and residual change in social 
anxiety symptoms 
  LSAS-Total SPAI-SP Brief FNE 
PHLMS-Acceptance -.05 (p=.81) -.28 (p=.18) -.18 (p=.40) 
PHLMS-Awareness .25 (p=.23) .34 (p=.11) .07 (p=.76) 
AAQ-II -.01 (p=.97) -.11 (p=.62) -.14 (p=.50) 
DDS -.19 (p=.40) -.14 (p=.53) -.29 (p=.18) 
SBQ .18 (p=.40) .36 (p=.08) -.01 (p=.96) 
RTQ -.24 (p=.26) -.14 (p=.51) -.14 (p=.52) 
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Table 16. Means, Standard Deviations, and Effect Sizes Compared to Selected In-Person CBT for SAD 
 Remote Treatment In Person Treatment 
Measure 
Current Study Yuen et al. (in 
preparation; 
Second Life)  
Dalrymple & 
Herbert (2007) 
Davidson et al. 
(2004) 
Otto et al. 
(2000) 
Heimberg et al. 
(1998) 
Fedoroff & 
Taylor (2001) 
SPAI-SP Pre-tx  138.57 (25.96) 134.60 (26.45) 130.81 (31.26) - - - - 
SPAI-SP Post-tx 93.48 (28.76) 96.44 (38.09) 97.48 (32.05) - - - - 
Effect size 1.74 1.44 1.05 - - - - 
        
SPAI Pre-tx 113.99 (18.26) 110.31 (20.54) - 106.10 (21.30) - - - 
SPAI Post-tx 76.82 (24.80) 77.58 (29.08) - 77.10 (28.70) - - - 
Effect size 2.04 1.59 - 1.36 - - - 
        
LSAS-Fear  Pre-tx 42.17 (10.68) 41.79 (11.37) 40.72 (11.30) - 34.70 (11.1) - - 
LSAS-Fear  Post-tx 29.71 (11.28) 29.71 (13.04) 32.39 (11.74) - 23.50 (12.3) - - 
Effect size 1.17 1.06 .72 - 1.01 - - 
        
LSAS-Avoidance Pre-
tx 
38.25 (13.31) 
39.57 (13.56) 38.36 (12.89) - 30.50 (12.9) - - 
LSAS-Avoidance 
Post-tx 21.67 (10.54) 27.21 (16.41) 22.53 (12.54) - 20.50 (13.9) - - 
Effect size 1.25 .91 1.24 - .78 - - 
        
LSAS social fear Pre-
tx (assessor ratings) 
 
- - - - 15.08 (7.01) - 
LSAS social fear Post-
tx 
(assessor ratings) 
 
- - - - 8.60 (4.80) - 
Effect size  - - - - .92 - 
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LSAS Social 
Avoidance Pre-tx 
(assessor ratings) 
 
- - - - 13.14 (7.68) - 
LSAS Social 
Avoidance Post-tx 
(assessor ratings) 
 
- - - - 6.90 (4.65) - 
Effect size  - - - - .81 - 
        
Meta-analysis 
(Exposure for SAD) 
effect size 
 
- - - - - 1.08 
Meta-analysis (for 
Exposure + Cognitive 
Therapy for SAD) 
effect size 
 
- - - - - .84 
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Table 17. Key recommendations for conducting online videoconferencing treatment 
 
• Provide training to therapists and clients in the correct usage of the computer 
application and equipment, as well as how to troubleshoot technical problems. 
• Recognize that technical difficulties will occur and allow for extra time to 
troubleshoot the technical difficulties. 
• Encourage clients to verbalize any technical difficulties experienced. 
• Request that both therapists and clients use non-wireless internet connections 
(i.e., use an Ethernet cable to connect the computer to the modem). 
• Use “echo-cancellation” webcams to improve sound quality. 
• Use headsets/headphones if necessary to improve sound quality and reduce 
echoing. 
• Have therapists and clients position their webcam close to the video image of 
the other party on the computer screen (to create the appearance of making eye 
contact). 
• Consider conducting exposures in the real-world by having the clients bring 
their laptop to outside locations with internet access (e.g., bookstores, libraries, 
coffee shops) so that the therapist can observe and provide feedback, and/or 
utilize mobile telephones for such in vivo exposure exercises. 
• Fully disclose to clients any privacy risks associated with internet-based 
communication; clients must agree to these risks in order to receive treatment. 
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Table 18. Correlations between working alliance and residual change in social anxiety symptoms 
  LSAS-Total SPAI-SP Brief FNE 
WAI-Mean (sess 2) -.02 (p=.93) .04 (p=.87) .20 (p=.36) 
WAI-Bond (sess 2) -.10 (p=.66) -.05 (p=.84) .17 (p=.43) 
WAI-Mean (mid-tx) -.35 (p=.12) -.20 (p=.38) -.37 (p=.10) 
WAI-Bond (mid-tx) -.07 (p=.76) -.08 (p=.72) -.04 (p=.88) 
WAI-Mean (post-tx) -.44 (p=.04)* -.26 (p=.25) -.14 (p=.55) 
WAI-Mean (post-tx) -.37 (p=.10) -.30 (p=.19) -.13 (p=.59) 
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Figure 1. Map of Metropolitan and Non-Metropolitan Areas of the United States, provided by the U. S. 
Department of Commerce (2008) 
 
Metropolitan areas (dark green) are urban areas with a population of 50,000 or more, and includes 
nearby counties. 
 
Micropolitan areas (light green) are urban areas with a population of 10,000 or more, but less than 
50,000, and includes nearby counties.  
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Figure 2. Screenshot of the Skype interface 
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Figure 3. CONSORT diagram of participant flow  
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APPENDIX A: TREATMENT OUTLINE 
 
This treatment outline is based on Herbert and Dalrymple’s (2007) manual: Acceptance Based 
Behavior Therapy for Social Anxiety Disorder.  This outline assumes that the therapist is already 
familiar with the behavioral treatment of social anxiety disorder (and especially simulated and in vivo 
exposure strategies), as well as the general clinical model of acceptance and commitment therapy 
(ACT).  Therefore, the items presented herein only point to various clinical strategies and do not 
describe them in detail.  For more detailed treatment of ACT for anxiety disorders, the reader is 
referred to the following sources: 
 
• Hayes, S. C., Strosahl, K., & Wilson, K. G. (1999). Acceptance and Commitment Therapy: 
An experiential approach to behavior change. New York: Guilford Press. 
 
• Luoma, J. B., Hayes, S. C., & Walser, R. D. (2007). Learning ACT: An Acceptance and 
Commitment Therapy skills training manual for therapists. Oakland, CA: New Harbinger. 
 
• Eifert, G. H., & Forsyth, J. P. (2005). Acceptance and commitment therapy for anxiety 
disorders: A practitioner's treatment guide to using mindfulness, acceptance, and values-based 
behavior change strategies. Oakland, CA: New Harbinger. 
 
• Forsyth, J. P. & Eifert, G. H. (2007).  The mindfulness and acceptance workbook for anxiety: 
A guide to breaking free from anxiety, phobias, and worry using Acceptance and 
Commitment Therapy.  Oakland, CA: New Harbinger. 
 
• Dalrymple, K.L. & Herbert, J.D. (2007). Acceptance and Commitment Therapy for 
Generalized Social Anxiety Disorder: A Pilot Study. Behavior Modification, 31, 543-568.  
 
 
Session 1 
 
I. Before start of session: 
a. Check that the patient completed the BSQ and SASCI 
 
II. Discuss treatment guidelines 
a. Attendance, promptness, appointment changes 
b. Homework (including not using alcohol or drugs while completing homework) 
c. Medication changes 
d. Confidentiality issues 
e. Importance of completing study measures 
f. Availability of therapists during emergencies 
 
III. Review fear hierarchy.  Gather additional details. 
 
IV. Give very general rationale for treatment, but without elaborating on concepts such as 
experiential avoidance, defusion, acceptance, etc.  Treatment designed to help get the 
patient “unstuck” so that they can move forward with life.  Will involve collaborative 
teamwork (and hard work) between patient and therapist, and will employ a variety of 
strategies, which will discuss as we move forward. 
 
V. Creative Hopelessness 
a. Discuss how social anxiety has limited life 
b. Discuss patient’s goals, highlighting those involving anxiety reduction/ elimination, 
those involving enhanced functioning, and the relationship between these two 
categories 
c. Discuss prior attempts to achieve goals and the effectiveness of those strategies. 
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d. Note how poorly those attempts to control worked, but not due to lack of effort 
e. Introduce idea that perhaps such experiential control-oriented strategies CANNOT 
work 
f. Metaphor: Person in the Hole. Attempts to control/reduce anxiety is “digging you in 
deeper.” 
 
VI. Review session.  Avoid premature answers to questions raised by the Creative 
Hopelessness exercise, while nevertheless acknowledging that there are ways “out of the 
hole,” which we will work together to discover. 
 
VII. Homework: Monitoring form (monitor what was done to cope with anxiety) 
 
Session 2 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework, especially noting strategies that attempted to 
decrease/eliminate anxiety 
 
III. Continue with Creative Hopelessness 
a. Review ineffective prior attempts to eliminate anxiety 
b. Discuss barriers to giving up old control strategies 
c. Discuss exploring new ways of moving forward 
 
IV. Introduce idea that “control is the problem, not the solution” 
a. Chocolate cake exercise to demonstrate futility of thought stopping 
b. Polygraph exercise to demonstrate impossibility of simply controlling anxiety-
related feelings/sensations, especially when stakes are high 
c. Metaphor: Tug of War with the Monster.  The alternative to controlling anxiety is to 
“drop the rope” and allow the monster (anxiety) to exist, which frees you up to live 
according to your values and goals.   
1. Price paid is that monster (anxiety) may never completely go away, and 
in fact is likely to show up from time-to-time.  However, as long as the 
rope is dropped it cannot affect you one way or the other. 
2. Dropping the rope is not a single act, but rather a process that must be 
repeated on an ongoing basis. 
 
V. Review session 
 
VI. Homework 
a. Monitoring form.  Continue monitoring anxiety and coping, observing especially 
tendencies toward experiential control.  However, no need to attempt experiential 
acceptance just yet. 
b. Read handout on problems with experiential control 
 
Session 3 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework 
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III. Briefly review idea of control as the problem.  Inquire if patient has any questions about 
the chocolate cake metaphor, the polygraph exercise, or the tug-of-war with a monster 
metaphor from last session. 
 
IV. Introduce idea of willingness 
a. Metaphor: Two Scales 
b. We tend to be so focused on one scale (anxiety) that we don’t even see the other one 
(willingness) 
c. Lack of willingness keeps anxiety locked up at high levels.  High willingness allows 
anxiety to fluctuate in its natural state.  One can control the willingness scale but not 
the anxiety scale 
d. Willingness is made up of experiential acceptance and behavioral action.  Is a stance 
vis-à-vis one’s experience and behavior, not a specific feeling. 
V. Clean vs. dirty discomfort.  Clean discomfort is natural and inevitable; part of life.  Dirty 
discomfort adds additional distress and prevents us from moving forward. 
 
VI. Metaphor: Passengers on the Bus.  Imagine that you are driving a bus, and this represents 
your journey through life.  Along the way, your bus picks up passengers, as all buses do. 
These passengers represent your thoughts, feeling, sensations, and memories.  Some of 
these passengers you enjoy.  Like sweet old ladies who you hope will sit near the front 
and offering encouraging words to you.  Other passengers you wish would leave the bus.  
Like scary looking guys wearing Mohawks and piercings and tattoos.  You hope they will 
sit in the back and stay quiet.  However, as you continue on your journey, some of these 
scary looking passengers begin verbally harassing you.  They call out to you that you’re a 
horrible driver, or that that you should drive the bus in a different direction, or that you 
should slow down because you might crash.  What can you do?  You can yell back at 
these passengers and tell them to shut up.  This will lead to a back-and-forth argument 
but they probably won’t shut up.  In fact, arguing might encourage them to harass you 
even more.  You can stop the bus and try to physically force them off.  But they might 
not leave or they might just get back on at a future stop.  And what’s the first thing you 
had to do in order to try to force the passengers off?  You had to stop your bus.  And now 
you’re not moving forward or driving anywhere!  You’re stuck.  What else could you do 
instead?  You could continue to drive the bus in the direction that you want, according to 
your values and goals, even as some of the passengers call out things like “Turn the other 
way and go to McDonald’s instead” or “You should stop driving before you make a fool 
out of yourself.”  You can continue on your journey and drive your bus wherever you 
want to go, no matter what the passengers say.  This is what this therapy is about:  
Helping you drive the bus in the direction that you choose, no matter what anxiety is 
saying to you. 
 
VII. Begin simulated exposure exercises 
a. Discuss rationale 
i. Opportunities to practice willingness 
ii. But exposure is NOT designed to reduce or eliminate symptoms.  In reality, 
symptom change may (and often does, in fact) occur.  But discuss problems 
with symptom change becoming the focus 
1. This paradox of experiential control (“if you’re not willing to have 
it, you’ve got it”) 
2. Even if symptoms go away, they will almost certainly recur from 
time-to-time.  If one masters the idea of experiential acceptance, 
this is not a problem, but if one is focused on symptom control this 
will be a big problem 
3. Not focusing on symptom control maximizes the ability to focus 
on what really matters in the long-term, i.e., behavior change 
iii. Opportunities to work on social skills 
iv. Importance of practice in order for improvement and change to occur 
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b. Conduct first exposure (at least twice) 
i. Agree on situation, goals, and a social skill to work on (NB: limit the focus 
to a single, relatively straightforward social skill, especially in the 
beginning.  Also, make sure goal is clear and attainable). 
ii. Enact role play 
iii. Encourage patients to do their best to notice their internal experience (i.e., 
thoughts/feelings/sensations) without judging, categorizing, or attempting to 
control it.  It is often helpful to frame willingness in terms of one of the 
metaphors/exercises that resonated with the patient, e.g., “remember to drop 
the rope…” 
c. Discussion of how the exposure went 
i. Did meet goal? 
ii. How well able to engage in willingness 
iii. Feedback on the social skill 
 
VIII. Session review 
 
IX. Homework: 
a. Monitoring form.  Continue monitoring anxiety and coping, but with new focus not 
only on episodes of experiential control, but especially on willingness, and especially 
in anxiety-provoking situations. 
b. Exposure exercises (ideally at least one per day, but at a minimum at least 3 per 
week) 
c. Read handout on experiential acceptance as the alternative to control 
 
Session 4 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework 
 
III. Review any previous concepts as needed 
 
IV. Brief elaboration on how experiential control is a natural human instinct/tendency 
a. Control works well with respect to the outside world (i.e., problem solving) 
b. Thinking and analyzing allow great problem solving in many situations, especially 
the outside world.  But, analyzing one’s internal experience in an effort to control it 
typically doesn’t work.  Yet the very success of thinking and analyzing with respect 
to the outside world makes us believe that these strategies  will work to control 
anxious thoughts and feelings in the inside world. 
c. N.B.:  The point is not to give a detailed theoretical description of the role of 
language in cognitive fusion and experiential avoidance.  Rather, the point is to 
reinforce the idea that experiential control is a natural human instinct that everyone 
tends to do, despite often not working and causing various problems. 
 
V. Discuss how having thoughts does not make them true 
a. Picking up the pen exercise.  Having a thought that you can’t pick up the pen doesn’t 
affect actual ability to pick up the pen. 
b. Other possible metaphors, such as the earth feeling flat while standing in a flat field 
in Kansas doesn’t make it flat 
c. Many times the thoughts our minds produce do not have any special meaning or 
truth attached to them.  Many times our minds produce thoughts out of habit.  
Supposed I say “Jack and Jill went up the ____.”  What word does your mind 
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automatically produce?  What if I say “Mary had a little ____.”  What word does 
your mind automatically produce?  The fact that your mind thought the words “hill” 
and “lamb” does not really mean anything, except that your mind has been trained 
from habit to produce those specific words/thoughts given a particular stimulus.  
Your mind may produce some negative cognitions OUT OF HABIT given the 
stimulus of a social situation – not because those thoughts are true.  Discuss specific 
examples from the patient’s own life.  Example: If you are told you have to give a 
public speech, what thoughts does your mind automatically produce (out of habit)? 
d. We often believe that we must figure out the truth value of thoughts.  But in fact this 
is typically not only unnecessary, but actually creates more problems because it slips 
into experiential control.  Give examples and discuss as needed (e.g., scene from film 
A Beautiful Mind in which protagonist gives up trying to reality test existence of 
hallucinations and instead focuses on behavior) 
e. The alternative is mindfulness and defusion. 
 
VI. Introduce mindfulness and defusion 
a. Describe defusion as stepping back and viewing internal experience (e.g., thoughts, 
feelings, sensations, memories) from a distance, rather than as if stuck inside oneself 
or part of (i.e., “fused” to) the self.  Defusion exercises:  write thought on paper, hold 
in at arms length vs. against patient’s forehead; and/or, noticing thoughts as if on 
CNN crawler on TV. 
b. Describe rationale for mindfulness 
i. Ongoing, moment-to-moment nonjudgmental awareness.  Incorporates 
defusion (stepping back from experience), but goes beyond it by also 
incorporating acceptance of this experience.   
ii. Distinguish mindfulness from meditation (first is a state that can be 
achieved in various ways, latter is a particular method that is often helpful 
to promote this state).   
iii. Can help gently focus attention, while simultaneously avoiding the struggle 
with anxiety-related thoughts and feelings 
iv. (NB:  The mindfulness handouts from the Roemer & Orsillo (2004) GAD 
manual are useful guides for the therapist to explain the concept of 
mindfulness) 
c. “Leaves on a stream” or “clouds in the sky” exercise 
d. Emphasize importance of regular practice 
 
VII. Exposure exercises 
a. Agree on situation, goals, and a social skill to work on. 
b. Conduct and process exposure (as described above) 
 
VIII. Session Review 
 
IX. Homework: 
a. Read mindfulness meditation handout 
b. Mindfulness mediation practice 
c. Exposure exercises 
d. Monitoring form 
 
Session 5 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework 
 
 98 
III. Continue cognitive defusion work: 
a. Practice another mindfulness exercise (possibilities are clouds in the sky, conveyor 
belt, or watching a train from the bridge) 
b. Discuss how language can interfere with effective action in two important ways. 
i. First, humans are “pattern seeking animals,” and we constantly look to 
connect the dots for cause-effect relationships, including the causes of our 
own emotions and behavior.  In addition, we tend to believe that we must 
understand the cause of something in order to change it.  However, if we’re 
honest, we rarely know the ultimate cause of our behavior, and besides, we 
don’t generally need to know the cause in order to change.  Example:  If 
one gets nervous in public speaking situations, he or she tries to understand 
where this anxiety originally came from in order to get rid of it.  But it’s 
impossible to know for sure the etiology of the anxiety, and this is okay, 
because one can learn to give a good speech without knowing the anxiety’s 
origins. 
ii. Similarly, people often give excuses for not behaving in a way that they 
want.  For example, “I would like to go to the gym but I am tired.”  “I 
would like to go to the party but I am anxious.”  Elicit examples of how the 
patient may search for causes and use excuses in his or her own life, and 
subsequent consequences of doing so. 
c. Exercise: Replace “but” with “and.”  Example: “I would like to go to the party BUT 
I am anxious” turns into “I would like to go to the party AND I am anxious.”  
Practice out loud with patient. 
d. Discuss how cognitive defusion can help increase willingness (acceptance and 
action). 
 
IV. Content on cards exercise. The therapist throws cards at the patient’s lap, with the cards 
representing anxious thoughts/feelings/sensations.  Do exercise first while having the 
patient attempt to bat the cards away, then again with the patient simply letting the cards 
fall where they will.  Note how it is easier to have a conversation when allowing the cards 
to fall on one’s lap or the floor, as opposed to trying to push them away.  Notice the cards 
hitting your lap and then gently redirect your attention back to the conversation at hand.  
Relate this to concepts of defusion and willingness. 
 
V. Exposure exercises 
a. Agree on situation, goals, and a social skill to work on. 
b. Conduct and process exposure (as described above).  Building on contents-on-card 
exercise, notice distressing thoughts and feelings while gently redirecting attention 
back to the task at hand. 
 
VI. Session Review 
 
VII. Homework: 
a. Mindfulness mediation practice 
b. Exposure exercises 
c. Monitoring form 
Session 6: 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework 
 
III. Review concepts, metaphors, and exercises as needed 
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IV. Discuss the observing self (as opposed to the conceptualized self), and link these to 
notions of defusion and acceptance. 
a. The conceptualized self reflects the sum total of one’s thoughts, feelings, etc., 
especially about oneself. Imagine being on a first date, and responding to the 
question, “so, tell me about yourself.”  The description one gives of oneself is typical 
of one’s conceptualized self. 
b. It is the life story a person attributes to the self, and the personality traits with which 
one labels the self.  However, by focusing too much on the conceptualized self, one 
is limited by these judgments and labels. 
i. Focus on the conceptualized self is often limiting due to self-fulfilling 
prophecies.  For example, “I am a socially awkward, anxious person” leads 
to avoiding social activities. 
ii. Another problem is the natural tendency to maintain consistency with one’s 
conceptualized self.  For example, a student who believes “I am a smart 
person” may be afraid of raising his or her hand to ask a question in class 
because doing so might undermine this sense of self. 
iii. With the conceptualized self, it feels like you ARE your thoughts and 
feelings.  You ARE the labels you attach to yourself.  So if you have the 
thought “I am stupid” then it feels as though you ARE stupid.  You are 
fused to your thoughts, feelings, labels, and judgments. 
c. By contrast, the observing self the part of you that WATCHES from a short distance 
as your experiences occur.  Experiences, thoughts, feelings, and sensations come and 
go, but the observing self is the part of you that is constant - always present and 
watching as life unfolds.  You are NOT fused to your thoughts, feelings, labels, and 
judgments.  The observing self is the sense of the person having the thought, rather 
than the sense that the person somehow is the thought. 
i. Refer back to one of the mindfulness exercises to illustrate the notion of the 
observing self.  For example, in the “Leaves on the Stream” exercise, the 
observing self is the part of you that watches your thoughts on the leaves.  
You are not the thoughts; you are WATCHING the thoughts.  This 
perspective fosters defusion and acceptance. 
ii. From the observing self perspective, thoughts and feelings are things that 
your mind and body produce.  So if you have the thought “I am stupid” then 
that’s just a thought your mind produced – nothing more, nothing less.  But 
who YOU are (the observing self) is separate from any thoughts produced 
by your mind.  In this way, the observing self is “content-free” and not 
weighed down by judgments and labels.  
d. The goal is to get in touch more with this sense of oneself, while undermining 
attachment to (i.e., giving less weight to) one’s conceptualized self. 
e. Possible exercises: 
i. Metaphor: Observer self is like a house and its content/furniture/ 
decorations change over time.  However, the house is still the same house.  
The house is NOT the content.  The house is the container that watches as 
content changes over time. 
ii. Continuity across time exercise.  The observer self is constant even as time 
passes and thoughts/feelings/sensations come and go. 
 
V. Defusion exercise: Have patient practice saying: 
a. “I’m having a thought that…” or “My mind is producing the thought that…” 
b. “I’m having a feeling of…” or “My body is producing the feeling of…” 
c. “I’m having the sensation of…” or “My body is producing the sensation of…” 
 
VI. Exposure exercises 
a. Agree on situation, goals, and a social skill to work on. 
b. Conduct and process exposure (as described above) 
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VII. Session Review 
 
VIII. Homework: 
a. Mindfulness mediation practice 
b. Practice “I’m having the thought…” exercise 
c. Exposure exercises 
d. Monitoring form 
 
Session 7: 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework 
 
III. Discussion of values 
a. Values are like directions.  Supposed you decide you want to travel in the direction 
of “east.”  If you are traveling in an all-terrain vehicle that can traverse over roads, 
rocks, mountains, water, etc., at any point can you say you’ve gone as far east as you 
can go, and that you’ve reached east, and accomplished east?  No.  There is always 
more you can do.  Same thing with values.  If you value being a good mother, then 
after three months of being motherly, you don’t stop and say you’re done.  There is 
always more.  Values are always present and are a guide to living life. 
b. Discuss the distinction between values (directions) and goals 
(milestones/destinations).  Values cannot be achieved the way goals can.  Goals are 
tangible in a way that values are not, and help one behave consistently with one’s 
values. The keys are clarifying one’s values, and ensuring that attainable goals are 
consistent with those values. 
c. Values are chosen by the patient and are what make life meaningful.  Depending on 
the patient, consider discussing the idea that values are freely chosen, are pre-
analytic, and need not be justified (e.g., argyle socks or similar metaphor). 
d. Metaphor: Skiing down a mountain.  Imagine you are standing at the top of the 
mountain and you decide that your goal is to ski to the lodge at the bottom of the 
mountain.  As you are ready to push off, a mysterious man suddenly appears and 
tells you he can help you get to the lodge.  He throws you into his helicopter and flies 
you down to the lodge and then pushes you out.  You are now standing next to the 
lodge, understandably confused and a little upset.  You take the ski lift back to the 
top of the mountain and are ready to ski down, when suddenly the man appears again 
and before you can protest, takes you down to the lodge in his helicopter.  What is 
this story trying to say?  Values make life meaningful.  Goals are in the service of 
values.  You have the goal of getting to the ski lodge because you value the direction 
of skiing downward.  Otherwise, the goal is meaningless. 
e. Lack of clarity about one’s values, cognitive fusion, and experiential avoidance can 
keep us from living a life consistent with one’s values 
f. It is natural to get off track, but at any point you can choose to move in the direction 
of values once again 
g. Funeral exercise - to help solicit a few key values.  Imagine that by a twist of fate, 
you have passed away and can witness your own funeral as a spirit.  Who attends 
your funeral?  What does the funeral look like?  Imagine a family member or friend 
gets up to deliver a eulogy.  If you could have this person say anything, what does 
he/she say about you and the way you chose to live your life?  How do you want to 
be remembered?  Contrast things like, “Bob’s life was fundamentally about not 
feeling anxious.  He worked his whole life to that end,” with something like “Bob 
was a devoted husband and father, who always found ways of being helpful to 
others, etc.” 
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IV. Exposure exercises 
a. Agree on situation, goals, and a social skill to work on. 
b. Conduct and process exposure (as described above) 
 
V. Session Review 
 
VI. Homework: 
a. Mindfulness mediation practice 
b. Exposure exercises 
c. Monitoring form 
d. Values assessment rating form 
 
Session 8:  
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework 
 
III. Continue values work 
a. Discuss patient’s most important values, reviewing the  values assessment rating 
form 
b. Discuss long term and short term goals for the patient’s most important values 
c. Discuss how willingness can make valued action possible 
d. Metaphor: Bubble in the road.  Imagine you are a soap bubble and you have decided 
to travel in the direction of north.  As you travel, you run into another soap bubble 
that is blocking your path.  You try to move around it, but it darts in front of you, 
preventing you from moving forward.  You try going around it to the left, right, up, 
and down, but always it moves in front of you and blocks your path.  What can you 
do?  You can turn around and go backwards, but then you’re not traveling in the 
direction you’ve chosen for yourself.  Instead, you can move forward into the 
bubble, and take it with you.  Instead of letting anxiety be a barrier to valued action, 
continue moving forward, taking the anxiety with you. 
 
IV. Discuss FEAR and ACT algorithms.  Give patient an index card with the FEAR 
algorithm on one side and the ACT algorithm on the other side.   
a. Fusion with your thoughts 
Evaluation of experiences 
Avoidance of your experiences 
Reason giving for your behavior 
b. Accept your reactions and be present 
Choose a valued direction 
Take action 
 
V. Exposure exercises 
a. Agree on situation, goals, and a social skill to work on. 
b. Conduct and process exposure (as described above) 
 
VI. Session Review 
 
VII. Homework: 
a. Exposure exercises 
b. Mindfulness mediation practice 
c. Monitoring form 
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Sessions 9 through 11: 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Review and discuss homework 
 
III. Review/discuss any ACT concepts/metaphors/exercises as needed 
 
IV. Discuss upcoming termination by session 10 
 
V. Exposure exercises 
a. Agree on situation, goals, and a social skill to work on. 
b. Conduct and process exposure (as described above) 
 
VI. Session Review 
 
VII. Homework: 
a. Exposure exercises 
b. Mindfulness mediation practice 
c. Monitoring form 
d. Post-treatment plan (give to patient by end of session 11) 
 
Session 12: 
 
I. Before start of session: 
a. Check that the patient emailed completed homework forms  
b. Check that the patient completed the BSQ and SASCI 
 
II. Exposure exercises 
a. Agree on situation, goals, and a social skill to work on. 
b. Conduct and process exposure (as described above) 
 
III. Review and discuss homework 
 
IV. Review patient’s progress, including movement toward value-consistent goals. 
 
V. Discuss relapse.  It is normal to get off track. Progress is measured OVERALL and not in 
a given moment.  Metaphor: When hiking up a mountain, it is common to encounter 
switchbacks along the way.  If watching with binoculars from a distance, you can see that 
the hiker is still making overall progress toward the top of the mountain, even during a 
switchback. 
 
VI. Discuss post-treatment plan that the patient developed as a previous homework 
assignment. 
 
VII. Review post-treatment assessment procedures (post tx assessment, post tx questionnaires, 
24 week post tx assessment, 24 week post tx questionnaires) 
 
 
